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PRE-CANCEROUS LESIONS AND TRANSI- 
TION TYPES OF MALIGNANT DIS- 
EASE OF THE TONGUE AND THEIR 
RELATION TO SYPHILIS; WITH 
REMARKS ON EARLY DIAG- 
NOSIS AND OPERATION. 

G. Frank Lypston, M.D., 


Formerly Professor of Genito-Urinary Surgery and Syph- 
ilology, State University of Illinois. 


Cuicaco, ILL. 


In no department of surgery are mistakes in 
diagnosis and treatment more frequently made than 
in the surgical diseases of the tongue. Nowhere 
are the results of inaccurate diagnosis and _ill- 
advised treatment more deplorable. The truth of 
this has so frequently been impressed upon me dur- 
ing thirty-five years of abundant opportunities for 
observation, that I feel that the profession cannot 
be too often reminded of the sources of error and 
of its duty in this field. 

Strange to say, improvements in our diagnostic 
resources often have ill served us in the diagnosis 
and treatment of diseases of the tongue. The micro- 
scope and the Wasserman test alike are friends 
from which we frequently should be saved. These 
diagnostic handmaidens have been responsible for 
the loss of valuable lives and much discredit to the 
art of surgery. This sounds treasonable, but one 
must needs form a few definite conclusions from 
wide experience. I shall later endeavor to justify 
these conclusions. 

The various forms of diseases of the tongue 
which, by their intimate etiologic or differential 
diagnostic relations to malignant disease, are of 
especial interest to the surgeon, have been well 
outlined by Butlin :* 

1. “Predisposing conditions, such as leukoplakia, 
ichthyosis—chronic superficial glossitis—which may 
exist for many years without the occurrence of 
cancer, but which undoubtedly render the individual 
more liable to cancer than are individuals in whom 
the tongue is healthy. 

2. “Pre-cancerous conditions, such as wart 
growths, thick plaques, sore places, which are not 


1Henry T. Butlin. Monograph, Diseases of the Tongue, and 
British "Med. Journ., Apr. 6, 1890, and Apr. 14, 1894. 


exactly cancerous, but which inevitably proceed to 
cancer unless they are completely removed or de- 
stroyed. 

3. “Actual cancer, in one of its various forms, 
when it is obvious to an educated surgeon, and 
ought to excite suspicion in the minds of persons 
who are not experts.” 

The conditions enumerated by the distinguished 
English surgeon are, unfortunately, what may be 
termed (a) pre-terminal and (b) terminal condi- 
tions. Underlying all we should recognize (1) 
etiologic factors of which the local pathologic con- 
ditions are merely the outward expression, and (2) 
factors of local irritation which act merely by de- 
termining or localizing the conditions. 

Sutton? states that epithelioma of the tongue is 
preceded in 20 per cent. of cases by “leucoplakia 
and ichthyosis, which are frequently referred to as 
pre-cancerous conditions.” He further says: 1. 
“Ichthyotic patches do not necessarily become epi- 
theliomatous. 2. Epithelioma attacking an ichthy- 
otic tongue does not always begin in the ichthyotic 
patch. 3. The stump of an epitheliomatous tongue 
may become ichthyotic after removal and yet malig- 
nant disease not recur in it.” 

These. observations of Sutton’s do not lessen the 
importance of ichthyosis in the etiology of tongue 
cancer. The same underlying predisposition which 
leads to ichthyosis—leucoplakia—may develop 
epithelioma precociously in another part of the 
tongue, while in the case of the ichthyotic patches 
occurring in the amputation stump of an epitholio- 
matous tongue, the patient is not likely to live long 
enough to experience a recurrence at the site of 
the leucoplakia. It must be remembered, too, that 
the supervention of carcinoma upon leucoplakia 
may not occur for many years, during which the 
case is likely to go through the hands of many sur- 
geons. Many cases perish from shypilitic degenera- 
tive conditions before the leucoplakia has had time 
to undergo malignant change. 

There is little doubt that syphilis, mercury, alco- 
holics, and smoking or chewing tobacco, or all these 
causes combined, are the usual exciting causes: 
first, of glossitis; second, of leucoplakia; third, of 


2J, Bland Sutton, Tumors, Innocent and Malignant, 1893. 
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carcinoma. The fact remains, however, that it is 
only in those who are predisposed to pathologic 
changes in the mucosa who develop the more se- 
rious conditions. As Butlin* says: “The fact that 
thousands of persons are subjected to the various 
sources of irritation mentioned is no argument 
against their potency as etiologic factors.” I will 
go further and state, as my opinion, that the large 
number of exceptions really emphasize the dan- 
gers of such conditions, merely by arguing the ex- 
istence of a special predisposition. 


For practical purposes the author has formulated 
the etiology of carcinoma of tlie tongue as follows: 
viz. : 

CAUSES OF CANCER OF THE TONGUE. 


Heredity (?) in- 
herent tissue ten- 
dency to cancer. 
Congenital malfor- 
mation of the 
tongue 
Uncleanliness 
mouth 
Syphilis 
Tobacco 
Alcohol 
Caustics 
Mercury 

Bad teeth 
Gumma 
Ulcers 

Mucus patches 
Cicatrices 
Fissures 
Leucoplasia 
(‘‘ Leucoplakia, ’’ 
“TIchthyosis,” “hy- 
per - Keratosis,” 
\“chronic superficial 
glossitis” ) 


Primary predisposing cause 


Secondary predisposing causes 


(Irritative) of 


Exciting causes 
(Irritative) 


The réle which congenital malformation plays in 
the etiology of the conditions underlying cancer of 
the-tongue is not thoroughly appreciated. The 
“raspberry” tongue and other conditions in which 
the tongue is fissured, or its border crenated, with 
exaggerated development of the papillae, are often 
responsible for the development (1) of glossitis, (2) 
of leucoplakia, and (3) of malignant disease. Fig- 
ure 1 shows a tongue of this kind which later 
developed malignancy. (Case 2.) 

The réle which prolonged irritation per se plays 
in the etiology of epithelioma probably is well 


® Diseases of the Tongue. 


shown by the observations of Albarran,* Annas,° 
and Binaghi,® on the association of psorosperosis 
with epithelioma. Bryant’ reports several cases of 
epithelioma originating in presumably non-specific 
ulcers and cicatrices. Eve* also shows very clearly 
the importance of irritation per se in the etiology 
of epithelioma. 

The etiologic relation of syphilis to malignant 
diseases of the tongue has been fairly well estab- 
lished by a considerable number of observations. 
One of the earliest of these noted—indeed, the ear- 
liest relating to sarcoma that I have been able to 
find—was a case of my own,° which will be pre- 
sented later. Some of the observations upon the 


Fig. 1. Congenitally fissured tongue, with hypertrophy of the 
Papil ae, and later development of leucoplasia, in an old syphilitic 
(Case 2). Malignancy finally developed in this case. (From sketch 
by the author.) 


co-relation of cancer and syphilis and the difficul- 
ties of differential diagnosis are worthy of especial 
comment because of their distinctly illustrative 
value. 

Jonathan Hutchinson,” and, following him, Von 
Langenbeck, early called attention to the etiologic 
relation of syphilis to cancer, i.e., “combined” 
syphilis and cancer. 

Verneuil and Ozenne" some years later called 
attention to what they considered a simultaneous 
development of cancer and tertiary syphilis of the 
tongue, forming a “cancero-gummous” lesion. 

Zancerini claims that syphilis creates “a special 
predisposition to cancer, by the local irritation and 


«Sur des tum. epithel. contenant des sporospermies., Compt. rend. 
Soc. de biol., Paris, 1889. 

"5 Sulla Presenze dei blastomiceti_negli epitheliomi e sulla loro 
importanza parassitaria., Policlin., Roma, 

6 blastomiceti negli epiteliomi., Policlin., Roma, vol. XI, 1895. 
TLancet, London, vol. “XI, 1882, and vol. I, 1884. . 

8 Relation of Epithelioma to irritation and Chronic inflammation, 
Brit. Med. Journ., vol. I, 1881. 
® Malignant Transformation of Syphiloma of the Tongue, N. Y. 
Med. Rec., N. Y., Aug. 26, 9. 

10 Med. Press and Circular, vol. XI, 1883. 

1 Quoted by Fournier, without reference or date. 
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general: nutritive disturbance produced by its 
toxins.” 

Lang, in 1886, reported three cases of cancer of 
the tongue which he attributed to degeneration in 
syphilitic lesions. One of his cases is especially 
interesting. 

“Case ——. A middle-aged woman had suffered 
from syphilis for a protracted period. Scars of 
former syphilitic process present upon the trunk 
and face, the palate being perforated and the upper 
lip having suffered considerable loss of substance. 
At the time she came under observation most of 
the ulcers were covered with a white scab, the his- 
tologic examination of which did not reveal any 
sign of diagnostic importance. About a month 
later, however, a small, white, indolent ulceration 
appeared upon the hard palate. A small portion of 
the involved tissue was excised and upon micro- 
scopic examination was found to be epithelioma.” 

Lang states that he had observed three other very 
similar cases, the development of the carcinoma 
upon the syphilitic soil being demonstrated in each 
instance by microscopic examination. The first 
case that came under his observation had suffered 
from a characteristic course of syphilis, including 
numerous relapses of iritis and gummatous ulcera- 
tions that had cicatrized, with the exception of one 
which became transformed into a “cancroid” of the 
skin. The second case was that of a man, aged 46, 
who had suffered from various syphilitic ulcerations 
on different parts of the face and body. After 
anti-syphilitic treatment, one ulcer, located beneath 
the tongue, proved resistant to treatment and be- 
came transformed into cancer. In the third case, 
a syphilitic infiltration located in the lower lip un- 
derwent a relapse at the end of a year and assumed 
a carcinomatous character. 

Von Esmarck,'? in 1889, called attention to the 
association of sarcoma with syphilis, laying especial 
stress upon sarcomatous degeneration of tissues 
affected by syphiloma. He especially deplored the 
delay in accurate diagnosis in such cases until too 
late to save life by operation. The author operated 
a case of this kind in 1884. (Case I to be described 
later. ) 

Dubois-Havenitti’* reports a very interesting case 
showing the difficulty of making a differential diag- 
nosis between gummatous ulcer of the tongue and 
epithelioma. The ulcer in this case was located on 
the border of the tongue, the surface of the organ 
showing “leucoplakia.” A “sub-maxillary adenitis” 
was present. Repeated microscopic examinations 
failed to show malignancy. On the other hand, spe- 
cific treatment aggravated the condition. The con- 


1s 1 Ueber die Aetiologie und Diagnose der Carcinome insbesondere 
der Zunge und Lippe, med. Ztg., 1889, 
and Cent. f. Chir., vol. 
8 Press Med. Belge., vol. LXV, 1913. 


clusion of this case has not been recorded, but it 
would be easy to surmise what finally happened. 

Chifolian and Durceux™ report a case of “mixed 
syphilis and cancer” of the tongue. The authors 
state that in such cases the malignant growth gen- 
erally develops in the cicatrix of an old lesion or 
in a leucoplakic plaque. 

Du Castel’® reports.a case of ulcer of the tongue 
in which the differential diagnosis between epithe- 
lioma and syphiloma was the subject of varying 
opinions. To my mind this was either a definitely 


malignant or a “borderline” case, in any event de- 
manding excision. 

The difficulties attending differentiation of epithe- 
lioma and syphiloma of the tongue are well illus- 


Case 
ena- 


Fig. 2. Incipient leucoplasia buccalis in advanced syphilis 


3), showing superficial Pe and hyaline degeneration ( 
tosis) of epithelium (X 130). 
trated by the so-called “hybrid” types of tongue 
disease, the characteristics of syphilis and those of 
cancer being combined.*® 

Kenny*’ reports a case of “combination of syph- 
ilis and epithelioma” in a man of 49 years. A 
nodule appeared on the left side of the base of the 
tongue several months after a typic gummous ulcer 
on the right pillar of the fauces had healed under 
anti-syphilitic treatment. The excised nodule 
proved to be epithelioma. “Combination” in this 
case is an unhappy nomenclature. There was merely 
a co-existence of syphilis and cancer in the same 
subject, with no evident real correlation. No ob- 
servations were made on the matter of transition in 
type. Some very interesting observations on the 
microscopic study of the excised tissue were made: 


Ann. des Mal. Vener., May, 1913. 

15Ann. de Derm. et de Syph., vol. XXV, 1894. 

16 Bellaserra. Estudio clinico e anatomo- patologico delgoma-lingua} 
sifilitico y de la hibridez cancero- tratamiento. Rev. 
de cien. Med. Barcel, vol. 1884. 

17 Australasian Med. Gaz., Dec. 20, 1898. 
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1. “Masses of epithelium dipping down continu- 
ously from the epithelium on the dorsum of the 
tongue into a mass of connective tissue material 
in a more or less irregular manner. 

2. “Masses of epithelium from the opposite side, 
apparently much broader in outline than those of 
No. 1, but not invading the connective tissue so 
deeply or so irregularly. 

3. “At various parts, chiefly on the surface or 
just below the surface of the epithelium mentioned 
under (1) a number of concentric horny masses, 
not unlike cellnests, on superficial examination.” 
(See Fig. 4, author’s case, for similar appearance. ) 

4. “Scattered through the connective tissue are 
a large number of small round cells, with one, and 
occasionally more than one, nucleus, and in parts 
can also be seen a number of islets of epithelium, 
quite separated from the prolongations of the epi- 
thelium mentioned in No. 1. Also in parts the 
coats of the small vessels seem thickened, especially 
the intima. 

A study of the processes of epithelium. 

“If there are many secondary processes found 
jutting out in irregular directions, it should arouse 
some degree of suspicion, and especially if these 
processes are exciting any irritation of the con- 
nective tissue. The connective tissue grows in a 
normal manner if left to itself, but immediately any 
growth of epithelium takes places into it, it seems 
to act on it in much the same way as other aseptic 
foreign substances, producing some vascular reac- 
tion. 

A study of the cell-nests and deep layers of cells 
of the processes. 

“The cell-nests should be searched for any signs 
of multiplicity of nuclei, secondary fatty degenera- 
tion, etc. In the cells composing the nests, and in 
the Malphigian layer, when actively dividing, are 
often seen evidences of division of the nuclei, 
whereas normal cells cut in a partly horizontal way 
are mono-nucleated. 

“Close observation of the connective tissue for 
evidences of irritation, especially in the region 
where the processes seem to be abnormally long, 
or the Malphigian deep cells seem to be actively 
proliferating.” 

The microscopist’s report was “a tumor begin- 
ning to be malignant.” 

Archibald Smith’* reported a case of “Syphilitic 
Tongue with Commencing Malignancy” superven- 
ing upon “leucoplakia” lingualis. This presented 
the appearance of a fungating gumma on the left 


38 West London Med. Journ., vol. XV, 1909. 


side of the dorsum, surrounded by epithelial pro- 
liferation. The pathologist’s report was “papillary 
outgrowths with much subcutaneous round-celled 
infiltration. One portion shows so much activity 
that it must be pronounced a squamous-celled epi- 
thelioma.” 

The conditions improved somewhat under anti- 
syphilitic treatment. 

W. I. Wheeler’® reported three cases of epithe- 
lioma supervening upon gumma of the tongue. The 
author remarked that old syphilitic deposits were 
“fertile sources for cancerous development.” His 


clinical experience in this regard and the obstinacy 
of such growths led him to excise them. The micro- 
scope showed early malignant development in all 


Fig. 3. Advanced stage of leucoplasia labialis, in syphilis of long 
standing (Case 2). howing marked epithelial hyperplasia with 
advanced hyaline degeneration. (Keratosis) X 70. 


three cases. Wheeler recommends early operation 
in all persistent growths or deposits in the tongue 
because of their proneness to develop into cancer. 
The pre-cancerous stage of such growths he log- 
ically believes to be the ideal time for operation. 
His cases, apparently, were treated by circum- 
scribed resection. 

Fournier®® reports a case of “mixed” or “syphilo- 
epitheliomatous” glossitis. This type of epithe- 
lioma of the tongue in a syphilitic, in my opinion, is 
due to a mere coincidence of the two diseases. Such 
cases are a little trying as to diagnosis, but the 
swelling and discomfort due to the superadded 
syphilitic element subside under specific therapy. 
Unfortunately, the malignant induration which is 
left behind is likely to be temporized with until it 

1® Syphil. depos. in the Human Teague fedowed by Epithelioma. 


Trans. Royal Acad., Ireland, vol. VII, 
2 Bull. Soc. Fr. de Derm. et de Syph., 1898. 
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is too late. The same may be said of complicating 
mixed-infection-glossitis in cancer, which may sub- 
side under any sort of treatment, providing it be 
not irritative. Errors in diagnosis under such con- 
ditions are frequent—and sometimes excusable. 
Mercurial glossitis, complicating both syphiloma and 
cancer, is a not infrequent source of confusion. 

In an able and well illustrated paper by Emanuel 
Friend,” attention is called to the necessity for 
early diagnosis in suspicious ulcerative conditions 
and new growths of the tongue. He reports a num- 
ber of striking cases illustrating his point. He lays 
especial stress on the frequency with which “leuco- 
plakia” acts as the foundation of malignant new 
growths. 


Fig. 4. Superficial hyaline degeneration (Keratosis) in epithelioma 
Showing “teat” of unt’ of 
periphery (X 235). 

My own experience has led me to the conclusion 
that malignant disease is to be apprehended in all 
cases of obstinate “leucoplakia,’ and of gumma of 
the tongue, and that the condition therefore, as a 
tule, is not to be temporized with. 

In my text-book,”* published in 1899, appears the 
following: 

“Certain lesions of the mucus membrane in late 
syphilis are most typically sequelar. They are the 
result, not only of syphilis per se, but of numerous 
other factors to which the mucus membranes are 
exposed during the active period of the disease or 
during the intermissions between the active mani- 
festations. The post-syphilitic character of the 
lesions is so marked that anti-syphilitic treatment 
often either has no effect or is injurious. These 


Tl]. Med. Journ., September, 1910. 
22 Genito-Urinary, Venereal and Sexual Diseases. 


lesions occur in the form of hyperplastic mucus and 
submucus infiltrations, classed by different authori- 
ties as leucoplakia or leucoplasia—terms intended 
to convey their characteristic whitish appearance 
and tendency to the formation of distinct hyper- 
plastic plaques (Figs. 1-5-7). Post-syphilitic leu- 
coplasia is probably as comprehensive and accurate 
as any term thus far suggested.**. The term psoria- 
sis, ichthyosis, tylosis, leuco-keratosis, diskeratosis, 
and hyper-keratosis serve simply to add confusion 
to the subject. 

“Tt may be doubted whether leucoplasia should 
be classified as a distinct pathologic entity, but 
seemingly these lesions are sufficiently characteristic 
to warrant such classification. From a clinical 
standpoint there can be no question of accuracy.” 


Fig. 5. Epithelioma of the tongue developing in congenitally mal- 
formed tongue in advanced syphilis, following glossitis and leucop- 
lasia of long standing (Case 3). Showing areas of leucoplasia and 
sclerosed nodules at site of former yummata, one of which, on the 
right side of the tongue, is breakingdown. Plaques of leucoplasia 
also are seen, and the tongue is thicked by recurrent attacks of 
glossitis. The appearance of the tongue, as seen in Fig. 1, has been 
changed by the sclerotic process and “glazing” of the surface. 
(From sketch by the author.) 

Perrin believes that: 

1. The white hyperplastic plaques, presenting 
themselves as syphilitic phenomena, have for their 
elementary characters functional and organic dis- 
turbances of the epithelium. 2. They may occur 
as a consequence of both the syphilis and anti- 
syphilitic treatment. 3. In some instances there 
exists some peculiar morbid constitutional condition 
or diasthesis as the predisposing cause of leuco- 
plasia. 4. Such conditions are peculiarly likely to 
occur in both syphilitic and non-syphilitic patients 
addicted to tobacco. 5. There is a large number of 
cases of mixed character in which the condition is 

% The etiology of leucoplasia—or leucoplakia—and its relations to 


cancer ‘of the tongue were also discussed in my paper in the N. Y. 
Med. Rec., Aug. 26, 1889. 
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excited by syphilis and tobacco combined in gouty 
or rheumatic subjects. 

With reference to the relation of syphilis to leu- 
coplasia, the occurrence of the latter independently 
of the former must be taken into consideration. 
Indeed, contrasting the small proportion of patients 
who develop leucoplasia with the larger number 
who indulge in tobacco and liquor—with or without 
overactive mercurial therapeusis—it is rational to 
infer that, even in cases in which syphilis appears 
to be primarily responsible for leucoplasia, the sub- 
ject is the victim of some peculiar predisposition 
that differentiates him from the average syphilitic. 
In several instances the author’s attention has been 
directed to the question of idiosyncrasy as an ex- 
planation for the occurrence of leucoplasia by the 
occurrence of such lesions in non-syphilitic blood 
relations. 

I further say in my text-book: 

“Post-syphilitic leucoplasia is important chiefly 
from the fact that, while its dependence upon syph- 
ilis usually is recognized, the mistake is made of 
believing that the lesions should be quite as tracta- 
ble under anti-syphilitic treatment as other lesions 
of the mucus membranes occurring in this disease. 
These lesions, however, should be regarded as 
essentially non-syphilitic neoplasms occurring upon 
a syphilitic foundation. With this in mind the prac- 
titioner may readily comprehend the correct prin- 
ciples of treatment. Forgetting this, he is likely to 
do the patient incalculable injury through mis- 
guided and enthusiastic efforts to cure the lesions 
by strictly anti-syphilitic treatment. Ordinary local 
treatment simply aggravates the difficulty, as a rule, 
and only the most radical measures are likely to 
be effective. An additional reason for regarding 
these lesions as important, per se, is the indubitable 
fact that they may assume a malignant character. 

According to Hulke,?* ichthyosis—i.e., leuco- 
plasia—of the tongue consists essentially in “hyper- 
trophy of the epithelial and papillary elements of 
the mucous membrane.” The relation of this condi- 
tion of the tongue to syphilis and cancer is very 
important. All authorities unite in acknowledging 
its relations to syphilis—although it may occur in 
non-syphilitics. That the condition is prone to de- 
velop epithelial cancer, Weir®> long ago showed 
most conclusively by the history of 68 cases, of 
which number 35 eventually developed epithelioma. 

The condition underlying leucoplasia does not 
always develop distinct white: plaques of hyper- 
plastic epithelium. Some local perversion of nutri- 
tion may develop fissures of greater or less depth 


% Clinical Society Reports, vol. XI, p. 1. 


Y. Med. Jour., Mar. 18, 1875. 


and extent, with margins of hyperplastic epithe- 
lium, or the edges of which may have become trans- 
formed by atrophy, presenting a smooth, glazed, 
and dry appearance, the characteristic papillated 
appearance of the tongue being replaced by a 
smooth quasi-mucus surface. In other instances, 
distinct ridges of greater or less extent present 
themselves, particularly along the tongue or the 
inner surface of the buccal mucus membrane at the 
point of contact of the tongue and cheek with the 
teeth. This form of epithelial hyperplasia is espe- 
cially likely to occur in patients overtreated with 
mercury. We find in other instances the classic 
type of leucoplasia formation in which more or 
or less elevated, distinct, whitish plaques of degen- 


Fig. 6. Epithelial nests from_epithelioma following gumma leuco- 
plasia of tongue removed in Case 6. howing advanced hyaline 
degeneration and characteristic ‘‘pearls.” (X 275) 


erated epithelial overgrowth are noted. These 
plaques may undergo transformation, and present 
the smooth, reddened, glazed appearance already 
described in connection with fissures. When the 
epithelium is transformed in this manner, lesions 
that are trivial in appearance are the seat of con- 
siderable irritation and pain. Excessive smokers, 
especially, are liable to such lesions. 

The more formidable variety of post-syphilitic 
neoplasm occurs in the form of distinct, circum- 
scribed nodules of greater or less extent, that have 
a tendency to develop along the margins of the 
tongue, but are often seen upon one or the other 
side of the lingual raphe, in some instances limiting 
themselves entirely to the base of the tongue on 
one or both sides (Figs. 5-7). These lesions are 
very likely to be mistaken for simple gummata. 
Doubtless nodular gummy infiltration is the point 
of departure for the lesion in some instances, but 
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instead of resolution, suppuration, or necrosis oc- 
curring, the gummy deposit apparently is removed 
or transformed—at least replaced by connective 
tissue new growth. This may subside to a certain 
extent, but is very likely to remain permanently and 
enlarge from time to time, each successive exacer- 
bation being followed by an increase of permanent 
enlargement. Such nodules are to be regarded as 
extremely dangerous, as it is this form of post- 
syphilitic mucus lesion that is most likely to under- 
go malignant transformation (Figs. 5-7). 

Even a superficial study of these lesions should 
convince the practical clinician that it is but a step 
between these benign epithelial and connective tis- 
sue overgrowths and malignant neoplasm. The 
nodular variety of the affection especially should 
be regarded as essentially pre-cancerous. In this 
view alone lies the safety of the .patient. 


~ 


Fig. 7. Epithelioma following chronic glossitis—with resultant 
macroglossia—and leucoplasia in advanced syphilis (Case III). Show- 
ing indurated malignant nodule and areas of leucoplasia. (From 
sketch by the author.) 


In the treatment of leucoplasia and other pre- 
cancerous states of the mucus membrane, several 
factors must be taken into consideration, vi. : 

1. The possible existence of a certain de.ee of 
activity of the original constitutional tr tble— 
syphilis. 

2. The question whether syphilis per se \ is not 
long since been eradicated, as a conseque: ce of 
which anti-syphilitic treatment will simply add fuel 
to the fire. 

3. The relation of previous anti-syphilitic treat- 
ment—particularly in the direction of overdosing 
with mercury—to lesions present. 

4. The existence of trophoneurosis** due to syph- 
ilis, treatment, idiosyncrasy, or all combined. 


Vide the author’s paper on_Tropho-neurosis in its relations to 
the Phenomena of Syphilis. Trans. Southern Surg. and Gynec. 
Assoc., 1890. Also his text book, 1899, and report of case of 
cranial and spinal syphilis, N. Y. Med. Rec., 1914, 


5. The relation, as etiologic factors, of local irri- 
tants, such as tobacco, liquor, highly seasoned food, 
and the application of caustics. 

6. And, most important of all, the circumstance 
that the lesion may require attention as a neoplastic 
entity independently of its relation to any of the 
foregoing factors, with the distinct object in mind 
of preventing transformation into malignant dis- 
ease. 

Apropos of transition epithelioma, Friend, in 
Senn’s classical work on tumors (1895), reports 
three cases of lupus vulgaris of the face which 
finally underwent transformation into epithelioma. 
As Friend expresse it: “The lupus furnished the 
locus minoris resistentiae for the malignant devel- 


opment.” I would go even further and state that 
the lupus probably acted directly by vitiating the 
nutrition of the epithelial cells and stimulating them 
—or rather, perhaps, removing the normal nutritive 
inhibition—to rapid multiplication. The result of 
rapid proliferation of degraded cells is too familiar 
to require special comment. The analogy of syph- 
ilis and lupus requires no special comment. 

Various other authors have admitted the etiolo- 
gic relation of syphilis to cancer through the me- 
dium of “leucoplakia.” Kaposi, Lang, Neumann, 
and Griinfeld especially have directed attention to 
it. Following Barthelemy, a number of authorities, 
of whom Hutchinson is the most prominent, have 
asserted that syphilis predisposes to tubercle in 
early life and to cancer in later life. 

It is noteworthy that syphilis was at one time 
supposed to be, to a certain extent, antagonistic to 
carcinoma. This fallacy, however, with increasing 
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accuracy of clinical and pathological knowledge, has 
given way to the generally accepted belief that 
syphilis in a measure predisposes to cancer, merely 
by disturbing nutrition. Experienced observers 
have recognized a special factor in syphilis which 
tends to develop cancer and to localize it in the site 
of syphilitic lesions and syphilitic cicatrices. 

At this point I desire to make clear my qwn posi- 
tion as to the “transition” or “metamorphosis” of 
syphiloma into carcinoma. I regard the syphiloma- 
tous tissue as merely a nutritionally perverted 
matrix in which the carcinoma develops. To my 
classes I have been wont to liken the process to 
the mechanical one of so-called petrifaction of or- 
ganic matter, in which cells and fibers are grad- 
ually replaced by calcific or silicious deposit. The 
direct excitant producing, first, syphilitic; and, sec- 
ond, malignant change, is a matter of indifference. 
All that is necessary is that there shall be an ex- 
citant. 

In a masterly paper read before the Chicago 
Laryngological and Otological Society, Charles M. 
Robertson”? reported four most interesting cases, 
three of carcinoma and one of sarcoma of the 
throat, developing into syphilitic cicatrices. The au- 
thor concludes as follows: “Tumors of such charac- 
ter are probably due to some continued irritation, 
either in the form of physiological or chemical 
agents or gummatous areas, which are, by reason 
of their position, most exposed. There is a causa- 
tive feature also in the altered nutrition of the part 
in which embryonic cell poliferation is stimulated.” 

“We all must agree that malignant growths may 
and often do succeed syphilitic lesions, especially 
in the tongue and throat, and for this reason the 
prognosis of syphilitic gumma should be guarded. 
In latent syphilis the anti-syphilitic treatment should 
be continued with the thought that its administra- 
tion is prophylactic to malignant growths. In ad- 
dition to specific treatment, it is essential to remove 
all sources of irritation in the way of stimulation, 
traumatisms, the correction of irregular teeth, and 
the prohibition of the use of alcohol and tobacco. 
We should be on the lookout for these complica- 
tions of syphilis, and should they occur, our duty is 
plain in surgical intervention at as early a date as 
possible, for even at the most favorable time we 
are unable to make a favorable prognosis.” 

It is especially important to remember that, in a 
measure, irritation bears the same relation to syph- 
ilitic lesions that it does to malignant processes. In 
the presence of constitutional syphilis on the one 
hand, or of cancer predisposition upon the other, a 


%t Malignant Tumors of the Throat, etc., Jour. Ophthal. and Otol., 
November, 1910. 


lesion develops. When syphilis and cancer predis- 
position are combined, local irritation is doubly 
dangerous. 

In my paper of 1889?* and in my text-book” in 
1899, I wrote as follows im re the relation of cancer 
and syphilis: 

“In recognizing the transformation of syphilitic 
processes into cancer, the author does not claim 
that the histologic elements of syphilis ever are 
transformed into those of cancer, but that the ele- 
ments of syphilis having been removed, the tissues 
are left in such a damaged state that continued 
irritation may result in cancerous degeneration. On 
the other hand, a syphilitic process may recur so 
frequently, and be so obstinate to treatment, that 
the irritation thereby produced is capable of caus- 
ing cancer. 

“It is too soon to discuss the question of the 
existence of special bacilli in syphilis and in cancer 
to disprove the possibility of the transformation 
of the one into the other. It is conceivable that 
both cancerous and syphilitic deposits may act in 
the same manner as other irritating processes. If 
a cancer were present in the mouth of a syphilitic 
subject, syphilitic processes presumably would be 
more likely to develop in the vicinity of the malig- 
nant disease than elsewhere. A somewhat similar 
relation exists between an existing syphilitic lesion 
and the development of carcinoma. Whether or 
not actual transformation occurs, cancer may de- 
velop in tissues indubitably affected by syphilis, and 
cancer go on to destruction of tissue and finally 
prove fatal, and without any preliminary change in 
the physical appearance of the tissues affected by 
syphilis prior to the development of cancer. 

“To put the matter of transformation of syphilis 
into cancer concisely, the author does not believe 
that syphilitic cells can possibly be transformed into 
cancer-cells, but holds that the irritation of the 
tissues produced by the former may, in the pres- 
ence of favorable constitutional and local condi- 
tions, develop a new process of tissue-building or 
neoplastic deposit resulting in the formation of 
cancer-cells, merely from the changes excited in 
the epithelium.” 

Ribbert’s theory is interesting. He holds that 
there is a peculiar relationship between the base- 
ment membrane and the underlying epithelial cells, 
which, if disturbed, leads to active proliferation of 
the latter, with resulting invasion of the deep struc- 
tures and the development of malignancy. 

It is probable that in some cases in which cancer 
and syphiloma are found in the mouth of the same 


28 Med. Rec., N. Y., Aug. 26, 1889. ; 
2° Genito-Urinary, Venereal and Sexual Diseases, 1899. 
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subject, the relation of the two diseases is purely 
coincidental. When, however, a carcinoma super- 
venes upon syphilitic lesion, or upon the scar of 
an antecedent lesion, it is safe to rule out coinci- 
dence. Leucoplasia predisposes to cancer irrespec- 
tive of the cause of the process. Leucoplasia, after 
all, is really a hyper-keratosis of the mucosa, anal- 
ogous to that occurring in the skin, there probably 
being in some cases merely a more definite chronic 


_ inflammatory character to the process than in the 


case of the integument. 


Butlin®* reports four cases of “leucoma” or “leu- 
coplakia” of the vulva, the first complicated with 
an ulcer which probably was cancerous, and the 
other three with undoubted cancer: “The plaques 
formed only on the mucus surface, not on the skin, 
and in appearance, feel, and variety of form were 
precisely similar to the white plaques which form 
upon the mucus membrane of the mouth. In two 
instances the vulva and the mouth were attacked 
in the same patient. It seemed that the disease 
was identical in both situations, and if so the im- 
portance of tobacco and of the direct contact of 
alcohol as factors in the production of the disease 
have been overestimated. There was no reason in 
any of these cases to suspect syphilis, either inher- 
ited or acquired.*' Gout or rheumatism seemed to 
possibly be an etiological factor in these cases. The 
signs of inflammation were so little evident in sec- 
tions of the leucoma of the vulva that the condition 
seemed more like a degeneration than an inflamma- 
tion, or even the result of past inflammation. Since 
the altered surface evidently predisposes to the 
development of cancer, it would seem wise to freely 
remove all such plaques from the vulva, even if 
there are no signs of cancerous changes.” 

Butlin’s cases obviously are inconclusive. I pre- 
sent them merely because of their suggestiveness. 
My italics indicate the diagnostic fallacy. The fact 
that the conditions found in the mouth and the 
vulva were the same is no argument against the 
etiologic importance of alcohol and tobacco in the 
case of leucoma of the mouth. It shows merely 
that irritation produces serious results in both lo- 
calities. 


I wish to remark in passing that not all white 
patches of the mucosa, and especially of the geni- 
talia, are true leucoplasia. White areas occasion- 
ally are seen which are identical with leucoderma. 
In some instances this condition is teratological. I 
recall a case of a young woman the upper surface 
of whose tongue from birth suggested leucoplakia. 


® British Med: Jour., July 13, 1901. 
“Ttalics mine. G.F.L. 


This never had given rise to any discomfort and, 
under the most rigid analysis, there was no sus- 
picion of syphilis. I have observed many instances 
of patches of white or pinkish white follicles of the 
mucosa which were innocuous. 

It is not only in the mouth that a distinct etiolo- 
gic relation of syphilis to cancer is seen. In a case 
which fell under my observation—a man only 33 
years of age—epithelioma supervened upon a typic 
Hunterian chancre in the fossa glandis. The 
chancre was followed by classical syphilis. The 
penile lesion did not heal, but underwent a “fun- 
goid” transformation resembling simple papilloma. 
I finally excised the lesion, but the histologic diag- 
nosis was unsatisfactory and as healing was prompt 
I did not suspect carcinoma. Three months later, 
however, the process recurred, and the microscope 
showed typic epithelioma. Operation was refused, 
the inguinal glands became involved, and the pa- 
tient died several months later of repeated hemor- 
rhages. 

Schmidt’s case*? is interesting in this connection. 


Fig. 9. Cross section of specimen of tongue removed in Case III. 


The early age of my patient was an instructive fea- 
ture of the case. The practitioner is too frequently 
misled by the comparative youth of some patients. 
The author recalls a lamentable case of rapidly 
fatal epithelioma of the lip in a man of 40, and 
another of the cervix in a woman of 24. 

Either epithelioma or sarcoma may follow syph- 
ilitic lesions of the tongue, but in the cases in which 
sarcoma develops, it is my opinion that it most fre- 
quently will be found to have followed gumma— 
and especially where intercurrent attacks of glossitis 
have occurred—rather than leucoplasia, and that 
where leucoplasia pre-existed it was associated with 
gumma. 

According to my observation, the progress of the 
syphilitic tongue toward malignancy often is marked 
by recurrent attacks of more or less acute diffuse 
glossitis. This may involve the tongue in part 


#80, L. Schmidt: Co, of Initial Lesion Followed by 
Epithelioma, Jour. Cut. 907. 
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or in its entirety. Each attack leaves the organ in 
a more susceptible condition, to both additional 
syphilitic lesions and to future complicating glos- 
sitis. The tongue may be increasingly and perma- 
nently more or less englarged—macroglossia. 
KGenig** also has called attention to this point, at- 
tributing to attrition by the teeth the intercurrent 
attacks of glossitis producing the macroglossia. 

Gumma of the tongue, especially, is prone to in- 
flammatory complications. The sclerosis that fol- 
lows glossitis is a condition which, in the presence 
of the special cancerous predisposition, particularly 
favors the development of malignancy. 

The exciting causes of intercurrent glossitis in 
syphilis of the tongue comprise irritants of all kinds. 
The ill-advised use of caustics, septic infection, and 
mercury are the chief of these. Patients under the 
full influence of mercury always are on the verge 
of inflammations of the tissues and organs of the 
mouth. 

Intercurrent glossitis in syphilis of the tongue 


may prove fatal, as shown by a case of my own.*. 


A man of 37, suffering from chronic mucus patches 
and ulcers of the tongue, became infected by hold- 
ing in his mouth for several hours while hunting 
some small rifle cartridges. Within 24 hours acute 
glossitis set in, the inflammation extending, 48 hours 
later, to the larynx and producing odema of the 
glottis. I finally performed a tracheotomy, but the 
operation proved to be merely palliative. Death 
occurred from exhaustion 12 hours later. Whatever 
chance for his life this patient might have had was 
lost through a “conservative” consultant who re- 
fused to permit early free incisions to be made in 
the tongue. 

In the differential diagnosis of lesions of the 
tongue, the value of the microscope often consists 
chiefly in confirming the clinical diagnosis after it 
is too late to accomplish much by operation. Where 
a superficial neoplasm or ulcer matures early, the 
diagnosis may be made comparatively early by the 
microscope, but such lesions should not be allowed 
to progress to a mature condition. They would 
better be removed as soon as they are proved to 
be resistant to ordinary measures of treatment. 

The rapid course of carcinoma of the tongue is 
in itself suggestive of the danger of waiting for a 
microscopic diagnosis in cases which clinically seem 
to warrant operation. The large majority of the 
unoperated die within twelve months. Unoperated 
cases differ only as to the time of death. They all 
die, 
~~’ Lehr, der Spec. Chir., 1878. 


™% Acute Septic Glossitis, followed by Oedema Glottidis, Western 
Med. Reporter, January, 1885. : 


As to the Wassermann test, it frequently is fal- 
lacious. Syphilis of the mouth and tongue often 
leads to cancer, and in such cases a positive Was- 
sermann merely shows that the patient is still syph- 
ilitic—actively so. A positive Wassermann in 
doubtful cases warrants thorough anti-syphilitic 
treatment—indeed, a negative does not contraindi- 
cate it—but if the response is not prompt, operation 
is indicated. It indicates also the continuation of 
treatment after operation, even in indubitable 
cancer. 

In cases in which carcinoma develops in a syph- 
ilitic, with no relation of the one disease to the 
other—e.g., in a carcinoma developing in a recent 
syphilitic—or in which syphilis is contracted by a 
carcinomatous subject, the Wassermann may be 
especially misleading. Examples of both these 
sources of confusion are met with. 

And there is another side to the story: The fact 
that the Wassermann test is unreliable in certain 
special conditions in no wise proves that the test 
should be relegated to the limbo of the forgotten. A 
few months since I heard a distinguished professor 
of surgery publicly condemn the Wassermann as 
worthless, because, forsooth, he had operated upon, 
first, a brain tumor, in which there had been three 


positive Wassermanns, and found the tumor to be a 
glioma; second, upon an ulcerated tumor of the 
tongue in which there had been several Wasser- 


manns, but which proved to be carcinoma. As to 
how he arrived at the conclusion that glioma or 
carcinoma should insure against the existence of 
syphilis, the distinguished surgeon did not state. 
His experience proved, not that the Wassermann 
was worthless, but merely that the test was an un- 
safe guide in the cases mentioned, simply because 
syphilis co-existed respectfully with glioma and 
carcinoma. He overlooked the possible etiologic 
relation of syphilis to the carcinoma of the tongue. 

If the promptness with which epithelioma of the 
tongue invades the neighboring lymphatics were 
more generally understood, operation on the aver- 
age would not be so long delayed. The time is past 
for the “simple infection and inflammation” explan- 
ation of lymphatic enlargements beneath the jaw 
in suspicious lesions of the tongue. 

In passing, it may be well to remind the general 
practitioner that adenopathy in suspicious chronic 
lesions of the tongue is in general evidence against 
syphilis and in favor of malignancy, if chancre can 
be excluded. The lesions of late syphilis are not 
attended by adenopathy, save when mixed infection 
is superadded, as is sometimes the case if the tongue 
lesion be irritated, by caustics or otherwise. 


Vor. XXIX, No. 2. 


LypsTON—PRE-CANCEROUS LESIONS. 


AMERICAN 43 
JourNAL OF SuRGERY. 


The fallacy of attempts at the removal of stub- 
born syphilitic lesions by internal medication or by 
caustics should at once be obvious, but, unfortun- 
ately, the profession at large has not yet learned its 
lesson, much to-the detriment of surgery and at 
great cost to the laity. Possibly if the profession, 
in certain conditions, regarded minor operations 
on the tongue as the best prophylaxis of malignant 
disease, many valuable lives might be saved. The 
careful early excision of leucoplasic areas and stub- 
born gummata is the keynote of tongue cancer sur- 
gery. A comparatively trivial operation ofttimes 
will save life. 

Apropos of “pre-cancerous” lesions of the mouth, 
tongue and throat in- general, the best time to oper- 
ate upon cancer is when doctors are differing as 
to the nature of the lesion. The older members of 
the profession will recall the differences of learned 
opinion in the cases of General Grant and the 
Emperor Frederick. The outcome of these cases 
was merely that which is usual in such diagnostic 
controversies. 

Extirpated doubtful lesions are the most praise- 
worthy kind, especially when, as usually is the case, 
the patient is entitled to the benefit of the doubt. 
Allowing patients to die without a rational attempt 
to save life whilst waiting for a microscopic diag- 
nosis of malignancy, which diagnosis may lie in the 
realm of impossibilities, possibly may by ultra- 
scientific, but it certainly also is ultra-foolish. 

Butlin’s personal statistics,*> especially, give evi- 
dence of the safety of operations upon the tongue. 
In one of his earlier papers he recounts 46 cases 
of removal of one-half or the whole of the organ, 
with but one fatal result. As for the minor resec- 
tions, they are practically absolutely safe. 

Later, Butlin®* further cites Whitehead®* with 
139, Kocher®* 59, Kronlein®® 33, and himself*® with 
102 cases of operation, 333 in all, showing 12% per 
cent. of mortality, which is reduced to 7 per cent. 
for the uncomplicated and raised to 25 per cent. for 
the more seriously complicated operations. 


The post-operative results in the foregoing cases 
showed that 20 per cent. were alive and well or 
died of other diseases more than three years after 
operation, a number, of others being alive and well 
from one to three years after operation, but not to 
be counted as cures until the’ generally accepted 
cancer “recurrence limit” of three years had been 


reached. 


*° Brit. Med. Jeet Apr. 14, 1894. 
Dis. of Tongu 
Lancet, vol. "1891. 

% Sachs: Langenbeck’s Arch., vol. XLV, 1893. 
® Beitrage z. Klin, Chir., vol. XVII, 1896. 

® Brit. Med. Jour., vol. I, 1898. 


Cases alive many years after operation are re- 
ported ‘by numerous authors. Jonathan Hutchin- 
son*! reports a number as living at the end of 8 or 
10 years and one 19 years. Buchanan,* one living 
30 years; Heath,** one 23 years'and one 15 years; 
Spencer,** one 12 years; Stonham,** one 13 years; 
Whitehead,*® one 14 years; Wheeler,*? one 15 
years; Kronlein,** one 12 years; and Butlin,*® one 
13 years. 

Although the lapse of years after operation is 
increasingly suggestive of a permanent cure, recur- 
rence after a long period of time occur sufficiently 
often to warn us against too great optimism. ‘Thus 
Pean®™ reports a case of recurrence after 15 years 


Fig. 10. Epithelioma of tongue in late syphilis. Showing super- 
ficial necrotic area with chronic inflammatory infiltration beneath it, 
eK Te removed in Case III. No evidence of malignancy. 


Kocher," one after 10 and another after 12 
years; and Crerar,*? one after 6 years. 

Contrasting the results of non-interference with 
the average prolongation of life by operation, even 
an occasional error in diagnosis followed by opera- 
tion would not weigh much in the balance of life 
saving. 

The fact that cmaheatie’ invasion occurs early em- 
phasizes the advisability of cleaning out the tissues 
beneath the jaw as a systematic procedure in oper- 
ating upon the tongue for malignant disease, 
whether perceptible gland involvement exists or not. 


1892-3. 

Edin. our., 1894- 

Lancet, 1899, and Path. Soc., 1876. 
uoted by Butli in. 
rans. Clin. Soc. Lond., 1886. 

1888 and 1891. 

47 Dub. ‘Jour. Med. Sci., 1897. 

48 Binder: Beitr. z. Klin. Chir., 1896. 

#9 Dis. of the Tongue. 

%Lecons de Clin. Chir., 189 

51 Sachs. Arch. f. Klin. Chir., 

52 Brit. Med. Jour., 1885. 


2. 
1893. 


fal- 
ten 
as- 
Dh- 
in 
tic 
di- 
on 
of 
ble 
ph- 
the 
ent 
ya 
be : 
ese > 
act 
he 
er- 
to 
or <a 
of 
ite. 
n- 
se 
nd 
e. 
he 
ere 
er- 
ast 
in- 
aw 
ral 
nic 
st 
an 
ot 
on 
e 


AMERICAN 
JourRNAL OF SURGERY 


LypstTON—PRE-CANCEROUS LESIONS. 


Fesruary; 1915, 


The abundant lymphatic supply of the sublingual 
and submaxillary salivary glands should at once 
suggest their routine removal because of their be- 
ing an especially dangerous source of recurrence. 

It is not my intention here to enter into the merits 
of the various standard operations for lesions of 
the tongue. My own custom is: 

1. To give the patient, by operation, the benefit 
of reasonable doubt, where a microscopically “be- 
nign” lesion grows progressively worse despite 
proper treatment. 

2. To resect with knife or scissors all “pre-can- 
cerous” or obstinate and suspicious lesions, espe- 
cially post-gummatous sclerosis and leucoplakia. 

3. To remove half the tongue when it is reason- 
ably certain that a given lesion of the organ is 
malignant and the case is seen early enough to war- 
rant a limited operation. 

4. To remove the entire tongue in more advanced 
cases. 

5. To clean out the tissue beneath the jaw, in- 
cluding the salivary glands, on one side in the 
limited, and on both sides in the advanced cases. 

The galvano-cautery loop, the ecraseur, and the 
Kocher operation all have their range of applica- 
bility. The preliminary ligation of the lingual or 
ranine arteries is not always necessary. A rapid 
and safe operation can be done from within the 
mouth by using forceps in a fashion similar to that 
employed in vaginal hysterectomy, the forceps be- 
ing allowed to remain in situ for from 24 to 48 
hours. Rapid operation sometimes is very essen- 
tial. In many cases the patient is greatly debili- 
tated from the following factors: 

1. Lack of proper alimentation. 

2. Digestive disturbance. 

3. Hemorrhage. 

4. Pain and lack of sleep. 

5. Depression incidental to a knowledge of the 
true condition. 

6. Sepsis. 

7. Most important of all, the untoward effects 
of vigorous anti-syphilitic treatment. 

Such favorable results as have been recorded in 
early cases are not to be expected in advanced cases, 
merely because of the conditions mentioned in the 
foregoing. 

In presenting cases illustrative of the subject dis- 
cussed in this paper, I have selected merely a few 
of a typic character, illustrating: 

1. The importance of syphilis as an etiologic fac- 
tor in malignant disease of the tongue. 

2. The difficulties of diagnosis. 


3. The fallibility of microscopic study of the 
lesions prior to complete operation. 

4. The advisability of radical treatment, by sur- 
gical measures, of all obstinate syphilitic lesions of 
the mouth and especially of the tongue. 

5. The importance of early operation in suspi- 
cious lesions. 

6. The wisdom, in many cases, of relying on the 
clincal aspect pf the case, irrespective of the results 
of the Wassermann, or of the microscopic study 
of the lesions prior to complete removal. 


Case I: Sarcoma of the tongue, following syph- 
ilis.5* 

A man 29 years of age. Gambler. Good family 
history. Contracted syphilis at the age of 18. Sec- 
ondary symptoms appeared about four months after 
the initial lesion, a pronounced papulo-pustular 
eruption appearing and resulting in considerable 
scarring of the skin. Multiple mucus patches de- 
veloped and were very annoying, especially those 
upon the tongue. A thorough course of mercury 
was given for three months, after which he went to 
the Hot Springs, where for three months he was 
rubbed with an enormous amount of mercury, and 
twice badly salivated. Two months later eruptions 
again appeared upon the body, with larger mucus 
patches than before, the tongue giving considerable 
trouble, evidently from glossitis. A troublesome 
old eczema of the hands now developed. He re- 
turned to the Springs and remained there for eleven 
weeks, taking large doses of mercury internally. 
He returned home and was apparently well for 
three months, when. mucus patches and eruptions 
appeared, “sores” now appearing on the penis. 

Five years after the beginning of the syphilis the 
patient fell under care of a physician who for six 
months again freely rubbed him with mercury. 
He improved for a time and then quiet treatment, 
but, later, growing worse, returned to the same 
physician and for at least eighteen months took 
mercury freely. 

A year later—eight years after contracting the 
disease—the patient consulted me for the first time. 
He then had unequivocal cerebral syphilis—pachy- 
meningitis—and tuberculo-squamous syphilides up- 
on the forehead, forearms, and legs; the tibiae 
and sternum were excessively tender, with osteoco- 
pic pains. Cephalalgia was constant and intense. 
A gummy ulcer with several fissures existed upon 
the penis just back of the corona. 

The tongue was rough and coated with a thick, 
dirty, yellowish-gray fur, with marked dryness in 
the center and anterior part of the organ. The 
tongue showed several sclero-gummous nodules, one 
in the center of the organ and the others near its 
base. The lesions resembled those shown in fig- 
ure 5. The patient admitted that the tobacco and 
alcohol habits had been persisted in for a great 
portion of the time that he had been under treat- 
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ment, and, strange to say, stated that his physicians 
had not restricted him in his indulgences. 

Treatment was now very vigorous. Codliver-oil 
and iron were ordered on account of marked de- 
bility. The mixed treatment and potassic iodid in 
saturated solution were given, the dose of iodid 
being rapidly increased to 300 grains per diem, and 
continued for three weeks with no results until the 
end of that time. Local applications of acid nitrate 
of mercury were made to the tongue from time to 
time, with apparent benefit. When the symptoms 
improved iodid was diminished to 60 grains per 
day, the tonics being continued. 

At the end of three months the patient was free 
from trouble, save that his tongue was more mark- 
edly psoriatic than ever, the nodules upon its sur- 
face being still perceptible. This condition never 
disappeared entirely. 

The case remained comparatively well for some 
months, the tongue creating some uneasiness from 
time to time on account of commencing ulceration 
of the nodules, which at first rapidly yielded to 
treatment. Finally, however, the nodules and fur- 
ring of the tongue became more prominent, and re- 
mained so in spite of treatment, and furring becom- 
ing a sort of membranous deposit like wet chamois- 
leather, that reformed as fast as it was removed. 
The patient now again went to Hot Springs. 

A short time later, while the patient was at the 
Springs, under the care of the late Dr. S. S. Vaughn, 
the tongue swelled considerably, the nodules began 
to ulcerate, and at one time a severe hemorrhage 
occurred. 

After all means of treatment had been tried for 
two months without avail, the case was pronounced 
probably cancerous and Dr. Vaughn referred the 
case to the author for excision. 

Upon examination the tongue was found filling 
the mouth and pressing upon the teeth in such a 
manner that it had become eroded and ulcerated by 
them—subacute diffuse glossitis. Salivation was 
profuse; a deep sloughy ulcer existed at the center 
and back part of the organ. There were no other 
lesions on any part of the body. Several micro- 
scopic examinations failed to demonstrate malig- 
nancy. 

As the patient experienced great difficulty in mas- 
ticating and swallowing, he was subsisting entirely 
upon fluid food, and not being primarily very ro- 
bust, had become emaciated. The treatment insti- 
tuted was chiefly tonic and supportive, in conjunc- 
tion with sodium iodid. Local applications were 
made of a compound of carbolic acid, iodin, and 
menthol in mild strength. 

Improvement: at first was rapid and within a 
week the tongue was reduced to nearly its normal 
size. In a few days, however, it again suddenly 
enlarged—acute diffuse glossitis—upon the right 
side, being at least double the thickness upon the 
right side that it was upon the left. This condi- 
tion soon subsided, but was succeeded by enlarge- 
ment of the nodules previously mentioned, several 
new nodules appearing on the upper surface of the 
tongue. 

Within a few days the left side of the tongue 


underwent a similar diffuse enlargement, which 
also subsided and was succeeded by the development 
of nodules. The whole tongue now became so 
swollen that it hung over the edges of the teeth, 
protruding through the spaces left by extracted 
teeth. There was little or no pain and such as there 
was was referred by the patient to the “holes” 
worn in the tongue by the teeth. Speech was so 
impaired that the patient resorted to sign language. 

The case went on from bad to worse—many dif- 
ferent plans of treatment being tried without avail. 
Sloughing began and continued until the tongue 
was in such a condition that even if healing had 
been possible the organ would have been practi- 
cally useless. The base of the tongue was a foul 


mass of hyperplastic ulcerating tissue, the odor and 
secretion of which were not only offensive to the 
patient and others, but also prominent factors in 
producing the constitutional disturbance. 

There seemed to be no hope of benefit from 


Fig. 11. Showing deeper area of specimen in Case III. No evi- 
dence of malignancy. (X 53) 


treatment and the malignancy of the process ap- 
peared to be now clinically established, although 
microscopic evidence was wanting. As the patient 
was anxious to have something done to remove the 
foul and stinking mass from his mouth, I per- 
formed complete excision with the galvano-cautery. 

At the end of a week the eschar produced by 
the cauterization became detached, without hemor- 
rhage, and left a fairly healthy surface; the fetor 
of the breath was gone, and the sloughing at the 
base of the tongue had ceased. The floor of the 
mouth healed nicely and remained in a tolerably 
healthy condition for several weeks. The general 
condition of the patient improved considerably and 
he could talk surprisingly well. 

The late Dr. I. N. Danforth examined the ex- 
cised specimen and pronounced it of a “sarcoma- 
tous character,” but atypic. 

About a month after the operation the submax- 
illary glands and retro-maxillary glands became en- 
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larged and quite tender. There was a moderate 
degree of cephalalgia and otalgia. The ulcerative 
process on the floor of the mouth recurred, but did 
not progress rapidly nor ulcerate extensively. A 
small ulcer formed upon the right pillar of the 
fauces. These sypmtoms practically settled the 
question of malignancy. Two months later an ab- 
scess formed in the submaxillary lymphatic glands. 
This, when opened, gave exit to a thin, sanious 
fluid. Pain was now very severe. At the end of 
three months occasional hemorrhages from the 
mouth began. The patient finally died, four months 
after the operation and four years from the time 
he first consulted me, from a sudden hemorrhage— 
probably from the internal carotid—during the 
night. 

This unfortunate case is interesting in many re- 
spects. During its course there developed distinct- 
ive features of several forms of glossal pathology. 
During the period that the patient was under my 
observation, the tongue presented gummy nodules 
and ulceration, lingual psoriasis—leucoplasia—dif- 
fuse syphilomatous deposit, and recurrent attacks 
of glossitis. Until sloughing began it resembled 


Case II (Fig. 5). At various times before coming 
under observation, and probably once afterward, 
as shown by the history, mercurial stomatitis oc- 
curred and formed an important feature of the 
case, particularly as regards the etiology of the 


process that finally necessitated removal of the 
tongue. Prior to extensive destruction of the organ, 
these various conditions merged into a general hy- 
perplasia, followed by sclerosis, the tongue being 
extremely indurated. What little chance this pa- 
tient may have had for recovery, or even for a 
considerable prolongation of life, obviously was lost 
through failure to recognize early and remove the 
pre-cancerous lesions. To the author, the lesions 
taught by the case proved invaluable. 


Case II: A man 63 years of age. Speculator. 
One maternal uncle died of cancer. The case had 
been under my observation for more than thirty 
years. When I first saw him he was suffering from 
tertiary syphilis with varied but typic manifesta- 
tion. Obstinate mucus patches of the mouth, tongue 
and throat were most annoying. He had been a 
heavy smoker, but he did not drink. The surface 
of the tongue was congenitally malformed (Fig. 1). 
The patient was negligent and treatment spasmodic 
during my observation of the case. 


Some twenty years béfore the finale, leucoplakic 
areas, fissures, and gummata developed on the 
tongue. These yielded to treatment or were ex- 
cised. Seven years before the tongue lesions de- 
veloped malignancy, I removed the patient’s lip for 
epithelioma, cleaning out the tissues beneath the 
jaw on the left side, corresponding to the lesion, 
and submentally across to the opposite side. There 
was no adenopathy. The submaxillary and sub- 
lingual salivary glands were removed. At the same 


time I removed a huge lipoma from the neck and 
interscapular region, operation upon which hitherto 
had been obstinately refused. 

The epithelioma of the lip appeared denovo; 
there had been no preceding labial lesion, syphilitic 
or other. The patient had stopped smoking some 
years before the epithelioma appeared on the lip. 
Cancer predisposition undoubtedly underlay this 
case. 

Recovery was prompt and there was no recur- 
rence of the epithelioma. The patient finally sought 
other advice for his tongue, which had grown stead- 
ily worse from lesion development and intercurrent 
glossitis. He returned to me, however, at the end 
of a year—about October 1, 1913. The appearance 
of the tongue at this time is shown in figure 5. In 
a general way, the macroscopic appearance was not 
unlike that of Case I, in its advanced stages. 

Anti-syphilitic treatment, and especially potassic 
iodid, had been carried to the maximum, with steady 
change for the worse. Anemia and debility from 
lack of proper nourishment and the effect of drugs 
was marked. Repeated microscopic examinations 
failed to show malignancy and the Wassermann 
was distinctly positive. 

I put the case upon tonics and administered sal- 
varsan three times within eight weeks, with no re- 
sult. Meanwhile several necrotic areas appeared 
upon the tongue. The glands beneath the jaw were 
not enlarged. -Although the microscopic report still 
was negative, a diagnosis of malignancy now was 
made and operation proposed and consented to. I 
performed a Kocher operation December 30, 1913, 
with a preliminary ligation of the lingual arteries 
and cleaning out of the submaxillary spaces. The 
patient did not react and died of shock 24 hours 
after operation. Should I operate another case of 
a similar nature, I should either proceed by two 
stages: first, cleaning out the tissues beneath the 
jaw and ligating the linguals, and removing the 
tongue later, after recovery from the effects of the 
first operation, or do a rapid excision from within 
the mouth. The shock of. a complete operation is 
too severe where the general condition is as bad 
as it was in this case.** 

The microscopic examination of sections taken 
from the deeper portion of the removed organ 
showed typic epithelioma. Figure 6 beautifully 
shows a series of epithelial nests from one of these 
sections. 

Case III: Epithelioma of the tongue following 
leucoplasia buccalis, labialis et lingualts. 

A man 53 years of age, merchant, no history of 
cancerous heredity, with a more or less obscure 
history of lues thirty years before, consulted me 
for leucoplastic lesions of the oral cavity. The 
tongue, lower lip, and inside of the left cheek pre- 
sented incipient but typic leucoplasic areas. 

There was a moderate diffuse chronic glossitis. 
The patient was a very excessive smoker and a so- 
called temperate drinker. Wassermann was posi- 
tive. The patient was advised of the dangers of 
the condition and specific treatment was given, with 
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the understanding that, if the condition did not 
promptly improve, the involved areas were to be 
excised. Special emphasis was laid upon the dan- 
ger of the development of malignant disease. 

Unfortunately, as the sequence proved, improve- 
ment occurred, and the patient consequently mini- 
mized the importance of the warning and advice 
given him. He also, I suspect, rebelled against 
the proscription of alcoholics and tobacco and 
finally changed medical advisers. A year and a 
half later he again consulted me for an indurated 
ulcer upon the left margin of the tongue, at about 
the junction of the anterior with the middle third 
of the organ. There also were several areas of 
leucoplakia (Fig. 7). There was no glandular in- 
volvement. 

The ulcer had begun developing several months 
after I last saw the case and had been most per- 
sistently and thoroughly treated with mercury and 
iodid for gumma, which it resembled sufficiently to 
account of the error usually committed in such 
cases. 

Despite the negative microscopic evidence and 
the known existence of lues, I regarded the lesion 
as either malignant, or at least “pre-cancerous,” and 
advised resection of the tongue. To satisfy the 
patient, incidentally to strengthen my position re- 
garding the diagnosis, I administered two doses of 
salvarsan and a four weeks’ intramuscular course 
of mercury salicylate. Conditions growing worse 
instead of better, I advised immediate operation, 
which was consented to. 

August 4, 1913, I removed the left half of the 
tongue intraorally by ecraseur and scissors and 
cleaned out the submaxillary region from the right 
of the middle line in front, back to the posterior 
maxillary space, including the corresponding sub- 
maxillary and sublingual salivary glands. A little 
more than one-half inch of the remaining portion of 
the tip of the tongue also was excised. There was 
but one bleeding point—the left ranine artery— 
which was troublesome. This was caught with for- 
ceps and the instrument left in situ for 36 hours. 

Healing of both wounds was prompt, as is usual 
in such cases, and at present writing, seventeen 
months after the operation, the patient is perfectly 
well. Figure 8 shows the appearance of the healed 
remaining portion of the tongue. Speech is but 
slightly impaired. 

Several leucoplastic areas on the lip and cheek 
have been excised at various intervals since the re- 
moval of the tongue, none having been apparent for 
some months. Anti-syphilitic treatment has been 
intermittently continued. 

Figure 9 shows the macroscopic appearance of a 
cross section of the removed portion of the tongue. 
At A is seen the area of destruction. 

Figures 10-11-12 show the microscopic charac- 
ters of the specimen. It will be seen that in the 
superficial section (Fig. 10) there are no evidences 
of malignant change. The same is true of figure 11, 
which was taken from about the center of the 
specimen. 

Figure 12, however, which was taken from the 
deepest part of the specimen, shows typic epithe- 


lioma. It is important to note also that the younger 
nests are those farthest removed from the bottom 
of the section, the evidences of hyaline degenera- 
tion, i.e., the characteristic “pearls,” being located 
below. This probably is explicable by a metastasis 
via the lymphatics, the perverted cells lodging in 
the deeper portion of the tissue and extending up- 
ward by contiguity in the direction from which they 
came. 

It would be difficult to present a case which would 
more lucidly show the fallacy of relying entirely 
upon the microscope for an ante-operative diagnosis 
of a suspicious lesion of the tongue. It also will 
be noted that the Wassermann test in such cases 
would be likely to be misleading, rather than helpful. 

The prospect for a permanent cure is at least 


Fig. 12. Section from deepest pet of specimen removed from 
Case III. Showing various stages of epithelial proliferation and de- 
generation, hyaline degeneration being advanced, and epithelial nests 
characteristic, in direct ratio to distance from the pe.sphery of the 
affected portion of the tongue. (X 56) 


hopeful in this case, thanks to the clinical diagnosis 
alone. 

Case IV: 
merchant, with good family history, had been for 
about four years under the care of a very compe- 


Seen in consulation. A man of 45, 


tent surgeon for indubitable syphilis. During this 
time lesions of the tongue had been very annoying. 
For two years the patient had been under constant 
treatment for “gumma” of the tongue. During this 
time he had on several occasions been seen in con- 
sultation by a very eminent and experienced surgeon 
and teacher. Specific medication had been given 
ad max. with appropriate local measures, but the 
case grew progressively worse. There was moder- 
ate macroglossia with a number of nodules, some 
of which were sloughing, and a necrotic area of 
considerable size on the upper surface of the 
tongue. The breath had the fetor usual to such 
conditions. There was no adenopathy. The pa- 
tient was distinctly cachectic and suffering from 
unilateral otalgia, chiefly at night. I promptly made 
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a diagnosis of carcinoma. “It cannot possibly be 
carcinoma,” said his physician. “Why, we have 
had eleven microscopic examinations of the tissue 
and all were negative.” 

“Just the same,” I replied, “it is carcinoma. 
Sloughing has begun and at any moment may lead 
to serious hemorrhage and an emergency operation. 
I should advise immediate removal of the tongue.” 

Later I met the consultant, who made the same 
comment on my diagnosis, including the enumera- 
tion of the microscopic examinations and their re- 
sults. I still insisted that my diagnosis was cor- 
rect. The patient declined operation and imme- 
diately went to New York and consulted the late 
Dr. William T. Bull, who, I believe, confirmed my 
diagnosis. Operation still was refused and the pa- 
tient returned to his home in Ohio. 

Within a week after I saw the case, an uncon- 
trollable hemorrhage occurred and the consultant 
to whom I have referred was compelled to perform 
an emergency operation. The patient died from 
renal complications on the eleventh day. 

The physician in charge reported that micro- 
scopic examination of deep sections of the tongue 
specimen showed typic malignancy, the case prob- 
ably being histologically similar to Case III (Figs. 
9, 10, 11, 12), which readily explains the error in 
the early diagnosis. 

CasE V: A woman 48 years of age—a prostitute 
—appeared at my clinic with tertiary squamae— 
“psoriasis’—of the palms and soles, a “tubercular” 
shyphilide of the face and chronic mucus patches 
and ulcers of the tongue. Family history free from 
cancer. The patient smoked cigarettes inordinately 
and indulged in liquor to excess. Treatment having 
given relief, the case passed from under observa- 
tion. Two years later she consulted me for lingual 
leucoplasia and a small, indurated, circular, ulcerat- 
ing plaque about 15 mm. in diameter on the tip of 
the tongue. There was no adenopathy. The micro- 
scope showed typic malignancy (epithelioma) and 
an advanced superficial sclerosis and keratosis 
(Figs. 4-13). Operation was advised and con- 
sented to. A little more than an inch of the an- 
terior portion of the tongue was removed and the 
leucoplastic areas excised. The submaxillary spaces 
were not cleaned out, because of the patient’s oppo- 
sition to remaining in hospital. Healing was 
prompt and, while the case remained under my ob- 
servation, a period of some ten months, there was 
no recurrence. At this time speech was but slightly 
impaired. I do not know the final outcome of the 
case, as the patient drifted away and, I believe, left 
the city. 

The advanced stage of hyaline degeneration and 
absence of adenopathy and the small size of the 
malignant lesion are noteworthy. 

Malignancy following syphilitic leucoplasia is by 
no means limited to the tongue. The author has 
had two cases of epithelioma of the cheek, one of 
which involved the floor of the mouth and gums, 
and several of epithelioma of the lip, in syphilitics, 


which were preceded by leucoplasia. The first men- 


tioned of these cases was peculiarly distressing to 
me, as the patient was an intimate friend who had 
been under observation and careful supervision for 
twenty-five years or more. Temperate in other 
things, he was an excessive smoker. Ten years be- 
fore the fatal ending, I warned him of the dangers 
incidental to a rather diffuse leucoplasic area on 
the buccal mucus membrane at the angle of the 
mouth, suggested removal of the affected tissue, 
and also endeavored without success to induce him 
to cease smoking. 


It has been my experience that in these cases, as 
well as in those in which the tongue is involved, 
with reformation of the patient’s health and careful 
excision of the leucoplasic areas as fast as they 
appear, the mouth can be put in a safe condition 
and will so remain in a large proportion of cases. 


Case VI: A man 50 years of age, architect, was 
referred to me for what his physician termed an 
obstinate “syphilitic mucus ulcer” of the left bor- 
der of the tongue, posteriorly. Family history neg- 
ative as to cancer. The history of syphilis was clear 
and there were several characteristic ancient nodes 
—osteo-hyperplasia—upon the tibiae. There was a 
marked internal strabismus of the right eye, from 
third nerve involvement, which had developed one 
year before I saw the case. The tongue presented 
several nodules which, the patient stated, had ap- 
peared and disappeared from time to time, for sev- 
eral years. There was slight macroglossia and 
numerous leucoplasic areas. The ulcer was about 
2 cm. in diameter, with indurated borders. Pain 
in the left ear had developed about four weeks pre- 
viously. Patient was a moderate drinker and a 
heavy smoker. He had not been advised of the 
dangers of either liquor or tobacco. 

The condition had grown steadily worse under 
treatment. There was no adenopathy. The Was- 
sermann was positive. Microscopic examination 
negative. I kept the patient under observation for 
four weeks, during which time I gave him a dose of 
salvarsan, followed by iodid and mercury, the case 
growing progressively worse. Microscopic exami- 
nation again was negative. A diagnosis of carci- 
noma was made and operation advised, whereupon 
the patient left me and went to a sanatarium to be 
“cured” by a vegetarian regimen-and colonic flush- 
ings. I saw the case four months later, at which 
time considerable sloughing had occurred and there 
was extensive gland involvement and marked 
cachexia. I pronounced the case technically inop- 
erable, but suggested removing the sloughing tongue 
mass by the cautery loop for palliation. The patient 
declined the operation and returned home, dying 
of hemorrhage and exhaustion within six months. 


CONCLUSIONS. 

1. Syphilis, via the so-called “precancerous” con- 
ditions—such as leucoplasia and gumma, with as- 
sociated chronic diffuse glossitis—is the most 
potent factor in making dynamic the predisposition 
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underlying cancer of the mouth and tongue and 
probably also of the throat. 

2. Alcohol and tobacco—especially the latter— 
and the local irritation produced by treatment of 
syphilis or by bad teeth, or both, are most potent 
factors in the etiology of cancer in syphilitics. 

3. The local conditions furnish the exciting cause 
of cell proliferation and the syphilitic constitution 
supplies the perversion of cell nutrition through 
which the cancerous predisposition becomes dy- 
namic. 

4. Through the operation of the etiologic factors 
just mentioned, the syphilitic cell infiltration, and 
the scar tissue produced by it, are replaced by ma- 
lignant cell growth. 


Section from tongue in old syphilitic, showin 


Fig. 13. i typic 
epithelial nests with marked hyaline degeneration (“pearls from 
area immediately beneath section shown in Fig. 4 (Case V) X 90. 


5. The best prophylaxis of pre-cancerous lesions 
is afforded by rational constitutional treatment, 
avoidance of local irritation, careful mouth surgery 
and hygiene, and total abstinence from alcohol and 
tobacco. 

6. The best prophylactic of cancer of the oral 
cavity—and especially of the tongue—is a concom- 
itant of syphilis, is excision of all obstinate chronic 
lesions of the mucosa and sublying tissues, whether 
regarded as characteristically syphilitic or not. 

7. The best time for operation in suspicion lesions 
of the tongue is before the diagnosis of malignancy 
is definitely established. Operation upon “pre-can- 
cerous” lesions is much more effective as a life- 
saver, on the average, than is operation upon in- 
dubitable cancer. 

8. Neither the microscope nor the Wassermann 
should rule the surgeon in doubtful cases. In ex- 
serienced hands, the clinical diagnosis, even admit- 


ting that occasional errors are probable, is safer 
in the long run than reliance upon laboratory meth- 
ods, especially if the surgeon is even a fairly com- 
petent syphilologist. 

9. In lesions of lesser magnitude, operations may 
be limited, but resection of half or all of the tongue 
—according to the location and extent of the lesion 
—is indicated in those of greater magnitude, and 
invariably when the diagnosis of cancer is clearly 
established. 

10. The tissues beneath the jaw always should be 
cleansed out in the more extensive tongue excisions. 
This should include the removal of the salivary 
glands. 

11. The average of successes from tongue resec- 
tion, and the average longevity of the subjects oper- 
ated, will be higher or lower according to whether 
the profession is dominated by sound surgical judg- 
ment and experience—with its obvious corollary, 
practical common sense—or by laboratory reports. 
In brief, the oftener we operate on “suspicion,” 
justified by careful clinical study of lesions of the 
tongue, the better for humanity. 

32 N. STATE STREET. 
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TRAUMATIC FORWARD SUBLUXATION 
OF THE SHOULDER: A CLIN- 
ICAL ENTITY.* 
Wa ter M. Brickner, M.D., F.A.C.S., 


Associate Surgeon, Mount Sinai Hospital, 
New York. 


In recent surgical literature there are but few 
references to traumatic incomplete dislocation of 
the head of the humerus. Indeed, the occurrence 
of primary, uncomplicated, traumatic subluxation 
of the shoulder has never been definitely accepted. 
The older writers were far from agreeing on the 
subject, and later authorities deny the possibility 
of a subluxation of the shoulder except as a com- 


plication of an arthropathy or a paralysis, or as 
a chronic condition resulting from a complete dis- 


location. This is the view of Stimson. Hamilton, 
in his also classic work,? declared “that the exist- 
ence of this [forward] or of any other form of 
partial dislocation of the shoulder joint as a trau- 
matic accident, has not up to this moment been 
fairly established; and that the anatomical struc- 
ture of the joint renders its occurrence exceedingly 
improbable, if not impossible.” 

In Cotton’s work® there is no section on subluxa- 
tion of the shoulder. “Rupture of the bicep ten- 
don,” however, he describes as “a condition which 
may be confused with subluxation. The condition 
is, in fact, a subluxation of minor grade.” 

For most of the reported instances of subluxation 
we must go back to early writers. Cases were men- 
tioned by Petit, Duverney, Chopart, Hargrave, 
Dupuytren, South, Pinel, and others. Some of 
these, however, were probably associated with 
chronic arthritis. ‘South’s case was verified post- 
mortem; it showed a small tear in the capsule, but 
it was complicated by fracture of the coracoid, the 
acromion, and the clavicle; the head of the hu- 
merus rested on the anterior glenoid margin. 
Pinel’s case was associated with fracture of the 
acromion, and acromio-clavicular luxation. In 
Hargrave’s case the long tendon of the biceps was 
torn, and Chopart thought that in his case there 
was distortion of this tendon. In Dupuytren’s case, 
the head of the humerus rested on the ribs (Ham- 
ilton). In the other cases clinically recorded in 
the pre-Roentgen period, we are not able to exclude 
such injuries as fracture of the glenoid rim, etc. 

Astley Cooper was the first to describe at length 
“partial dislocation of the os humeri,” which he 
believed to be “not a very rare accident.” He re- 
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* Read before the Orthopedic Section, 
Medicine, January 15, 1915. 


ported two cases observed clinically, and adds the 
description of the dissection of a third case, in 
which he found the long tendon of the biceps rup- 
tured and the head of the humerus lying below the 
coracoid, occupying a new articular surface formed 
on the neck of the scapula. Hamilton says of this 
case, with much justification, I think: “We shall 
have no difficulty in assigning it to its proper place 
as a complete subcoracoid dislocation.” The de- 
scription of the deformity in Cooper’s two other 
cases also leaves one in doubt as to their character. 
In the posthumous edition of Cooper’s work* is in- 
cluded a fourth case, a dissection by Douglass, in 
which, again, the head of humerus lay in front 
of the neck of the scapula—clearly not a subluxa- 
tion. 

Malgaigne’s® arguments for and clear description 
of forward subluxation of the shoulder afford much 
less basis for dispute. He believes that the condi- 
tion results from stretching or slight tearing of 
the capsule; and he points out that a groove in the 
middle of the articular surface of the head of the 
humerus, made by contact with the glenoid mar- 
gin, as described by Sedillot, must necessarily be- 
speak an incomplete dislocation. Malgaigne was 
able, on the cadaver, to produce a subluxation with- 
out rupture of the capsule, after removing the del- 
toid. Panas found himself unable to produce the 
lesion post-mortem. 

In 1890, Broca and Hartmann® recorded the dis- 
section of a case of extra-coracoid dislocation, 
which, they said, was of the character that Mal- 
gaigne would have called a subluxation. They 
found a stripping up of the periosteum on the an- 
terior surface of the neck of the scapula, where it 
was continuous with the capsule. They also found 
that all of the anterior half of the articular fibro- 
cartilage of the glenoid cavity was torn off, and that 
a fragment of bone was detached from the inferior 
margin. Such complications could, of course, be 
readily recognized to-day by radiography. Broca 
and Hartmann believe that so-called partial luxa- 
tions of the shoulder are, in fact, complete but not 
extensive dislocations. 

Miiller,” in 1894, reported one and referred to 
four other cases of subluxation of the shoulder 
seen by him; but, evidently awed by the authority 
of Hippocrates, Desault, and Stromeyer, who de- 
nied the occurrence of this subluxation as a trau- 
matic lesion, he, too, curiously concludes that the 
lesion is a secondary one due to rapidly developing 
atrophy and paralysis of the deltoid and supra- 
spinatus, often also of the infraspinatus and teres 
minor, arising reflexly from tearing of the joint 
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fibers of the circumflex and suprascapular nerves! 
This fantastic hypothesis need not detain us. 

Coming now to recent authors, I find but the 
two following reports: 

Vale® records a traumatic subluxation of the 
shoulder resulting from a fall on the outstretched 
arm. The head of the humerus was prominent an- 
teriorly. A radiograph showed the bones normal. 
There was, however, a subluxation of the acromial 
end of the clavicle. 

Miriel® reports five cases of forward subluxation. 
He emphasizes the insignificance of the causative 
trauma (sometimes even unappreciated by the pa- 
tient), the absence of the chief symptoms of dislo- 
cation, and the variety of the functional disturb- 
ances produced. He notes that slight manipulation 
brings the arm into place, and that the patient can 
then move it freely. 

We may pause here to consider the important 
question, What is a subluxation of the shoulder? 

Subluxation of a ginglymus or an arthrosis is 
well recognized and understood as a sliding of the 
opposing articular surfaces one on the other so that 
they continue in contact over only a part of their 
surfaces. Of the enarthroses (shoulder, hip), 


however, some authors have maintained that a dis- 
location must necessarily be complete, that partial 


contact of the articulating surfaces is impossible. 
Hamilton says, of the humerus: “It is only by hav- 
ing placed the semi-diameter of the head of the 
bone outside of the margin of the glenoid fossa 
that it can be made for one moment to retain its 
abnormal position. If we admit, with 
Malgaigne, that occasionally the capsule has been 
found capable of extension without actual rupture, 
I am still unwilling to regard this as a fair sample 
of a partial dislocation, since the head of the bone 
no longer moves in its socket, being at no point 
in actual contact with the articular surface of the 
glenoid fossa.” Malgaigne had to contend with 
the same arguments in his own time. He said: 
“There are those who insist that in incomplete lux- 
ation there must be partial contact between the 
articular surfaces, and they refuse to give this title 
to luxations of the enarthroses in which the head 
of the bone is displaced but a little from the cavity, 
because all contact is destroyed. By this argu- 
ment, a dislocation of the knee bringing the inner 
condyle of the tibia under the outer condyle of the 
femur is an incomplete luxation; but a subluxa- 
tion consisting in the simple separation of articular 
surfaces, however slight, must be called a complete 
luxation. Let us return,” he continues, “to positive 
science and true surgical conceptions. Hippocrates 


denied the possibility of incomplete dislocation of 
the humerus and the femur, because he could not 
conceive that the rounded head of these bones could 
rest on the edge of the articular cavity without 
sliding in again or falling altogether out, but we 
thus see that such a condition, which he could not 
recognize, would constitute, in his eyes, a subluxa- 
tion, indeed. A luxation is incomplete 
when the articular surfaces have not passed entirely 
one beyond the other; the persistence of partial 
contact of these two surfaces or the absence of all 
contact is a matter that does not determine the de- 
gree of the luxation.” 

We might, of course, think of a luxation of the 
shoulder as incomplete if the head of the humerus 
has not passed through the capsule; but this is not 
always correct, for Eve’® and Broca and Hartmann® 
have recorded instances of complete dislocation in 
which the capsule was unruptured, the periosteum 
continuous with it being stripped up from the neck 
of the scapula. 

I would define as a subluxation of the shoulder 
one in which the articulating surface of the hu- 
merus has not passed beyond the edge of the glen- 
oid, but remains in contact (even in articulating 
contact) with the joint surface of the fibro-cartilage 
attached to the glenoid margin. 


With this conception in mind, I would take issue 
with the many who deny the occurrence of a pure 
traumatic subluxation of the shoulder. I base my 
acceptance of such a clinical entity on my experi- 
ence with the three following cases: 


Case I: Miss A. D., aged 25, was referred to 
me on November 27, 1912, by Dr. Leo Kessel. On 
November 21, she had been riding a spirited horse, 
and her arms had been much jerked by the bridle 
reins. The next day she had severe pain in the 
left shoulder, radiating down the arm, and she was 
scarcely able to raise the arm. These symptoms 
continued. 

There was a slight but unmistakable prominence 
of the head of the humerus anteriorly, and a cor- 
responding slight depression posteriorly below the 
acromion—the deformity by no means, however, 
that of a complete dislocation: The outer (del- 
toid) contour of the shoulder was normal. There 
was tenderness over the prominent head of the bone 
anteriorly; none elsewhere. The patient could per- 
form internal rotation freely (put her hand behind 
her back), but abduction was very limited and 
painful. The #-ray picture showed nothing ab- 
normal. 

When I abducted her arm to the horizontal, the 
prominence of the humerus receded completely, the 
pain disappeared, and the patient was able to con- 
tinue full abduction herself without difficulty. 
When the arm was lowered below the horizontal, 
the deformity, the pain, and the disability reap- 
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peared. We went through this maneuver several 
times, always with the same result. 

The patient was put to bed with her arm con- 
tinuously abducted to about 135 degrees, held in 
position by a sling passed from the wrist to the 
head of the bed, in much the same manner as I 
have described for the automatic restoration of 
abduction in the treatment of stiff and painful 
shoulder of other varieties.** On the fifth day the 
arm was released and the signs and symptoms 
promptly recurred. The abduction was therefore 
resumed, without intermission, for another six 
days, which effected a cure. 

Case II: Mrs. D. S., aged 38, referred by Dr. 
R. T. Frank, on July 9, 1913. This woman could 
recall no definite trauma, but she was accustomed 
to doing heavy washing and laborious housework. 

For several weeks she had had severe pain in 
the right shoulder and inability to abduct her arm. 
For three days before consulting me the pain and 
disability had become worse. 

There was moderate prominence of the head of 
the humerus anteriorly, a corresponding depression 
posteriorly, and slight flattening of the deltoid re- 
gion. Abduction was limited to 60 degrees and 
rotation was also limited in both directions. The 
x-ray picture was normal. 

Passive abduction met with so much resistance 
that I thought narcosis would be needed to reduce 
the subluxation. With some effort, however, I suc- 
ceeded in fully abducting the arm without an anes- 
thetic. As the extremity was raised the deformity 
disappeared with an audible snap, and active mo- 
tions at once became possible. 

The patient was instructed to keep the arm ab- 
ducted alongside the head, in bed, for two weeks. 
I did not see her again, but I was told that her 
condition was thus cured. 

Case III: Mrs. A. S., aged 53, was admitted to 
Dr. Lilienthal’s service in Mount Sinai Hospital on 
April 13, 1913. Three years previously she had 
had pain and stiffness in the left shoulder (dura- 
tion not ascertained). For ten months she had 
again suffered severe pain and marked limitation 
of abduction and rotation in the left shoulder, 
which was very tender just under the margin of 
the acromion somewhat anteriorly. For this con- 
dition she had been treated in the out-patient sur- 
gical and physical therapeutic departments. The 
#-ray appearance was normal. It was believed that 
the patient was suffering from an adhesive sub- 
acromial bursitis, for which, since other measures 
had failed, open operation was indicated. In this 
judgment of the case I concurred. 

As soon as the patient was anesthetized, how- 
ever, and the muscle spasm relaxed, there was at 
once evident the deformity of an incomplete for- 
ward dislocation, viz., prominence of the humeral 
head anteriorly, depression posteriorly, and slight 
flattening in the deltoid region—none of these signs 
by any means as marked as in a complete luxation. 
As the arm was abducted, with palpable and audi- 
ble tearing of adhesions, the deformity was reduced 
with a distinct snap. 

The arm was kept in full abduction for twelve 


days, in the same manner as the other two cases, 
which effected a. cure of the subluxation. Then 
massage and passive movements were instituted to 
secure full function, and the patient was discharged 
on May 30, with the usefulness of her arm restored. 

I recently saw a fourth case of forward subluxa- 
tion of the shoulder in the Third Surgical Service 
of Mount Sinai Hospital. The patient, a middle- 
aged woman, gave a history of attacks of uncon- 
sciousness, during which she would sometimes fall. 
As the result of such a fall’she was unable to 
abduct her left arm and had some pain in the 
shoulder, which presented the same slight deform- 
ity described in the three preceding cases. In ad- 
dition, the head of the humerus could be moved 
forward and backward in the socket. The de- 


formity was promptly recognized as a subluxation 
by all the members of the attending and house staffs 


who saw it. (See illustration.) The radiograph 
showed a slight fracture of the lower margin of the 
glenoid rim and a chipping of the greater tuberosity 
of the humerus. Moreover, the Wassermann re- 
action was strongly positive. The case is, there- 
fore, not one of uncomplicated subluxation, not 
only because of the fractures, but also because there 
may have been a true arthropathy. I mention it 
here to indicate that the deformity of a shoulder 
subluxation can be recognized without much diff- 
culty, and distinguished at a glance from the much 
greater deformity of a complete dislocation. In 
this case abduction did not effect reduction. This 
was accomplished by bringing the arm across the 
chest by a modified Kocher manipulation. When 
that position was relaxed the deformity reappeared. 

It will be seen that my three cases much resemble 
those of Miriel, as he describes them—in the insig- 
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nificance of the producing violence, in the appear- 
ance of the comparatively slight deformity, and in 
the ease of reduction. 

What is the anatomy of traumatic forward sub- 
luxation of the shoulder? I think we may assume 
—indeed, it has been shown—that there is a stretch- 
ing or tearing of the capsule, and further that the 
largest arc of the articulating surface of the hu- 
merus, instead of lying in the center of the glenoid 
cavity, is moved forward to or upon the fibro-car- 
tilage of the anterior margin of the glenoid rim. 
Whether articulation continues over an actual sur- 
face or merely in a line, I do not know; but it must 
be borne in mind that in these cases articulation 
is not by any means entirely lost—rotation can be 
performed, sometimes freely, with little or no pain 
and without crepitus. 

What maintains the position of subluxation? 
Why does not the head of the humerus slip back 
into its socket or fall entirely out of it? Is any 
lesion other than the capsular injury necessary to 
maintain the deformity? 

If, at the time of the injury, the glenoid rim 
impresses a groove in the cartilaginous surface of 
the humerus, as suggested by Malgaigne, this might 
be sufficient to maintain the malposition, if the 
arm were not rotated. But since rotation, which 
is not destroyed, would at once move the groove 
away from the rim, we may, I think, deny the 
necessity for postulating such a depression. 

The long head of the biceps is believed to assist 
in maintaining the head of the humerus in its 
place; and various writers have held that disloca- 
tion or rupture of this long tendon is necessary 
to effect the deformity we have been considering. 
This has been based, partly at least, upon the early 
case of Soden (reported by Astley Cooper) of 
upward partial dislocation of the humerus resulting 
from displacement -of this tendon. Hamilton 
strongly inclined to believe that such a displacement 
is essential to the production of so-called subluxa- 
tion. However, he quoted Gerster, who, like Bar- 
deleben, Pitha, and Volkmann, denied the occur- 
rence of an uncomplicated dislocation of the long 
head of the biceps and insisted that it had never 
been satisfactorily demonstrated upon the living or 
dead subject. The tendon is retained in the groove 
between the two tuberosities by a fibrous pro- 
longation from the pectoralis major, and is not 
easily displaced. In my own cases there was noth- 
ing whatever to suggest that such a displacement 
had taken place. If dislocation of the long head 
of the biceps will cause subluxation, rupture of the 
tendon ought to do the same. But such a rupture 


may occur without any displacement of the hu- 
merus, and Hamilton confesses that in the only 
case of ruptured tendon seen by him the relations 
of the head of the humerus were not disturbed. 

Can we deny that subluxation of the shoulder 
is not the result of a complete dislocation partially 
reduced? I do not think we can. In some people 
the shoulder dislocates from comparatively mild 
violence and sometimes such a dislocation is at 
once spontaneously reduced, and may thus go un- 
recognized. In my second and third cases I can by 
no means exclude such an occurrence. In the first 
case, however, if tugging on the bridle reins had 
actually produced a complete dislocation that had 
spontaneously receded, it seems at least likely that 
my manipulations of the arm six days later would 
have reproduced the dislocation. 

While we cannot deny that subluxations of the 
shoulder are not the result of complete disloca- 
tions, on the other hand there is no reason for as- 
suming that they are so produced. Until otherwise 
proven we may regard the condition as a primary 
one, and we may recognize that: 

Pure, uncomplicated, traumatic forward subluxa- 
tion of the shoulder is a real clinical entity. 

It is an occasional cause of shoulder disability 
that has heretofore been overlooked in the studies 
of “stiff and painful shoulder.” 

It may be produced by very mild violence. 

It is marked by prominence of the head of the 
humerus in front, a corresponding depression be- 
hind, slight or no appreciable flattening of the del- 
toid—all much less than in full dislocation. 

It produces pain in the shoulder, radiating down 
the arm, and inability to abduct; but rotation may 
be but little inhibited. 

It shows nothing abnormal in the radiograph. 
(Perhaps by stereoscopy or some other means the 
may be demonstrable radiographi- 
cally. 

i aa series here reported the deformity was 
reduced by abducting the arm, and the condition 
was cured by maintaining abduction for twelve to 
fourteen days. 
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CONCERNING CERTAIN PROBLEMS IN 
URETHROVESICAL DIAGNOSIS AND 
TREATMENT (WITH DESCRIP- 
TION OF A NEW IN- 
STRUMENT). 

Leo Buercer, M.D., 


Associate Attending Surgeon, and Associate in Surgical 
Pathology, Mt. Sinai Hospital; Attending Surgeon, 
Har Moriah Hospital; Instructor in Clinical 
Surgery, Columbia University, 


New York. 


In the past decade we have witnessed a complete 
revolution in our conception of the proper method 
of carrying out operative procedures in the bladder 
through the cystoscope. The introduction of a new 
endovesical armamentarium, too, has altered not 


a little the technic of observation cystoscopy and 
catheterization of the ureters, whilst the adoption of 
the cysto-urethroscope in routine work has made 
possible the visualization of the posterior urethra 
and neck of the bladder in so clear a manner that 
this region has been transformed from a veritable 
terra incognita into a thoroughly explored and 
easily approachable field. 

The development, introduction and perfection of 
new instruments have probably done more for the 
popularization of cystoscopic investigation than the 
prolific writings of the older specialists, who, it is 
true, almost monopolized this field for many years. 
This was due to the fact that they alone possessed 
the requisite skill to make a complete urological 
examination with the somewhat imperfect and cum- 
bersome appliances at their disposal. Thus, the 
operating cystoscope of Nitze, in spite of the in- 
genuity of its inventor and the enormous amount 
of work entailed in its construction, must neces- 
sarily by reason of its complexity have been rele- 
gated into the hands of only a few skilful techni- 
cians. Then, too, the optical systems of the older 
observation instruments, the darkness of the visual 
field, the inversion of the picture, the traumatism 
inflicted by the large-sized, irregularly formed 
catheterizing cystoscope—all these presented diffi- 


culties to the general surgeon, so that many re- 
frained from using the instrument at all, and, 
strange to say, many even urged against this method 
of examination. 

Although some ten years ago intravesical diag- 
nosis and the application of therapeutic measures 
in the bladder were procedures resorted to by rela- 
tively few, what by the simplification of instru- 
ments, the invention of a new optical system, and 
the demonstration that lesions heretofore almost 
inaccessible could be brought to light with ease and 
precision, thorough investigation and thorough 
therapeutic operative methods in the bladder and 
urethra offer to-day no greater difficulty than any 
of the general surgical manipulations. 

Thus, we have witnessed in this country, at least, 
at two different periods, the introduction and re- 
jection of methods of technic in cystoscopic work, 
each time initiated by the development and popu- 
larization of new types of instruments. For a time 
the older Nitze cystoscope introduced by American 
students studying in Berlin and Vienna held almost 
complete sway in this country, only to be supplanted 
in great part by what may regarded as a simpler 
method of catheterization—the method of Brenner 
perfected by Tilden Brown. The revival of the 
indirect method has been almost universal in the 
United States, however, since it was conclusively 
demonstrated some six years ago that the Nitze 
indirect prismatic system was after all the best to 
use, for the difficulties presented by the older in- 
struments had been completely abolished with the 
construction of a new mechanical assemblage (Fig. 
1), and by distinct improvements in the optical ap- 
paratus.? The principles laid down by the author at 
that time and the demonstration that the synchron- 
ous catheterization of both ureters could be made 
even easier than single catheterization with the 
older Nitze instrument, have been generally ac- 
cepted; and even in the modifications of the au- 
thor’s instrument that have found their way into 
literature since, not a single essential element of 
these principles has been altered. Furthermore, 
when in 1910? by the use of three reversals* it was 
found possible by the author to construct a telescope 
giving many times more light than we had hereto- 
fore been able to procure in catheterizing telescopes, 
it seemed that the most intricate problem and dif- 
ficulty that confronted us in ordinary routine and 
catheterizing cystoscopy had been solved. 

But we are not content to-day merely to look 
into the bladder and catheterize the ureters, for 
vesical and renal lesions present more difficult tasks 
to the cystoscopist and genito-urinary surgeon. 
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That keen investigator, Nitze, had already attacked 
these other problems when he developed a series 
of operating cystoscopes. With these, it is true, 
he was successful in doing operative work in 
the vesical interior. Others, however, had found 
his instruments so cumbersome, unwieldy, and com- 
plicated that relatively few genito-urinary surgeons 
possessed the skill and patience to master the dif- 
ficulties of the technic. Operative cystoscopy, 
therefore, remained for many years rather of the- 
oretical interest than a practical art. Indeed, the 
operating cystoscope seemed to be a curiosity in 
the armamentarium of a few, and not a generally 
useful instrument. 

Some four years ago, after considerable experi- 
mentation, my endeavor to construct a cystoscopic 
instrument, by means of which operative and diag- 
nostic work could be easily carried out, bore fruit 
in the production of the instrument depicted in 
figure 2. It was found possible without appreciably 
increasing the size of the catheterizing cystoscope, 


Fig. 1. Author’s observation and catheterizing cystoscope. 


to construct an instrument* that would carry de- 
vices of adequate size, so that the execution of 
operative maneuvers in the interior of the bladder 
would be as precise and effectual as the manipula- 
tions that can be carried out by the surgeon under 
the direct guidance of the eye. 

The most useful of the devices that can be in- 
troduced through the operating cystoscope can be 
seen in figures 3 and 4, where the forceps for the 
purpose of grasping foreign bodies, punch forceps 
for the removal of pieces of tissue, and cutting for- 
ceps are depicted. Some of these (Fig. 3) are made 
to pass through a flexible wire canula that can be 
directed against any part of the bladder interior, 
others (Fig. 4) close by a scissor-like motion and 
are practically part of the canula itself. In addi- 
tion to these most generally useful instruments, 
there is the snare (Fig. 3), particularly to be rec- 
ommended for the removal of papillomata. Figure 
2 shows the operating cystoscope with one of the 


operating forceps in place, the handle for the pur- 
pose of closing the jaws being also illustrated. 

In ‘practice I have found this instrument useful 
in the removal of foreign bodies, in the excision 
of pieces of mucus membrane for differential diag- 
nosis of intravesical lesions, in the removal 
of portions of tumor for diagnosis, in the 
excision of callous ulcers, in the removal of 
small stones, in the snaring of papillomata and 
foreign bodies, in the division of a stenosed ure- 
teral orifice, in facilitating the employment of the 
high-frequency current, in the introduction of oli- 
vary bougies for dilitation of the ureters, in the 
intravesical treatment of ureterocele by division and 
excision, in the passage of large catheters (such as 
could not usually be passed through an ordinary 
cystoscope), in the employment of more than two 
catheters for purposes of special diagnosis, in the 
excision of mucus membrane about the ureteral 
orifices, to diagnosticate renal tuberculosis, and in 
many other rare and interesting conditions. 

Thus, some of the difficulties of observation cys- 
toscopy, ureteral catheterization, and operative 


Fig. 2. Author’s operating cystoscope. 


cystoscopy had been eliminated by the adoption 
of properly constructed devices. 

Are we able to say that no other problem in the 
field of visual diagnosis of the lower urinary tract 
remains to be solved? Indeed not. It is true that 
the demonstration of the anterior urethra had been 
adequately accomplished in principle, at least, by 
Desormaux.’ His endoscope has subsequently been 
perfected by many workers since the introduction 
of the modern electric lamp. But there still re- 
mained certain other portions of the urethrovesical 
tract that offered even greater difficulties than those 
with which the urologist had been previously con- 
fronted. I refer to the posterior urethra and to the 
region of the neck of the bladder, the latter includ- 
ing the spincteric and juxtasphinteric regions. 

It is my purpose in this paper to refer briefly to 
some of my previous work, in which the question 
of the examination of the posterior urethra had 
been investigated, and then to show that even those 
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regions which are so difficult of approach, namely, 
the sphincteric and juxtasphincteric portions of the 
bladder, may be thoroughly scrutinized and made 
accessible for operating purposes. 

In 1909 the shortcomings of the methods that 
had been employed up to that time for viewing the 
posterior urethra had induced me to direct my ef- 
forts towards the construction of an instrument 
by means of which the neck of the bladder and 
posterior urethra could be more satisfactorily seen. 
It is true that Goldschmidt had produced about 
this time an instrument that gave a fairly good 
view. However, even his innovation had left a 
great deal to be desired; for, not only do the struc- 
tures brought into view by his instrument appear 
distorted by virtue of the very nature of the optical 
apparatus, but manipulation of the instrument in 


yy 


Fig. 3. Working ends of operating instruments including cutting, 


grasping, punch forceps and snare, 


the urethra produced a certain amount of trauma- 
tism, because of its mechanical construction. All 
the drawbacks of this instrument, namely, optical 
distortion of the image, inadequate illumination and 
the probability of traumatism were overcome in the 
construction of an instrument to which I gave the 
name of cystowrethroscope (Fig. 5). In this, by 
the adoption of a fenestra of small size into which 
the mucous membrane could hardly prolapse except 
at the verumontanum, by the employment of a new 
type of roof illumination and by the introduction of 
an optical system of small visual angle, it was found 
possible to establish conditions permitting of very 
good vision in practically all of the posterior 
urethra. 

The possibilities of this instrument have been 
fairly well outlined in other papers.* Its value in 
demonstrating clearly every detail of the posterior 
and anterior urethra has been sufficiently estab- 
lished so as to need no comment here. It suffices 
to say that we are now able to view the verumon- 


tanum, utricle, ejaculatory ducts, prostatic ducts, 
sulci on either side of the verumontanum, the whole 
of the prostatic urethra, and a portion of the neck 
of the bladder with the same degree of distinctness 
and accuracy with which the interior of the blad- 
der can be inspected through an observation cysto- 
scope. I was able to show that operative proced- 
ures could be carried out in the posterior urethra, 
that ulcers and tumors could be cauterized by the 
fulguration method, that the ejaculatory ducts 
could be probed as well as the utricle, that the site 
of strictures of large caliber could be definitely out- 
lined, that anomalies could be beautifully demon- 
strated, and that in the diagnosis of prostatic hyper- 
trophy the employment of this instrument was abso- 
lutely essential for an exact appreciation not only 
of the extent of the hypertrophy, but of its nature 
and situation. 

The region of the internal sphincter is even less 
accessible and certainly more difficult of approach 
with endoscopic operative instruments than the pos- 
terior urethra. Its anatomical conformation makes 


Fig. 4. 


Scissor type of cutting and punch forceps. 


operative procedures through a cystoscope or ureth- 
roscope exceedingly difficult. Both in cystoscopy 
and in cystourethroscopy, we have to rely on a 
considerable extent for the clearness of the field 
upon the unfolding of the parts, that is, upon our 
ability to dilate the parts with a clear fluid, devel- 
oping a space in which the telescopic instrument 
can have free play. This we are able to do in the 
bladder with great ease, where the sphincter suc- 
cessfully bars the egrees or exit of the water after 
it is allowed to flow in. This, too, we are able to 
accomplish in the posterior urethra, but in a some- 
what different manner. As the irrigating fluid flows 
out of the instrument at the fenestra, it tends to 
dilate the posterior urethra, its easy entrance into 
the bladder being successfully barred by the grasp 
of the internal sphincter about the shaft of the in- 
strument. 

Quite different are the conditions when the tele- 
scope is at the vesical sphincter. The fenestra is 


then partly in the — into which the irrigating 
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fluid can pass without hindrance. Then, again, the 
distensibility of the vesical sphincter is much less 
than that of the posterior urethra or bladder, and 
the tendency of lens system and parts to be seen 
to approach each other is difficult to overcome. 
Not only this, but our attempts to gain room for 
operative work, for the protrusion of instruments 
of precision, must be rewarded with very little suc- 
cess in so small a working space, unless by reduc- 
tion of the size of the appliances or by the construc- 
tion of a special telescopic instrument, we are able 
to negative some of the obstacles above described. 
Were it not for the fact that we not infrequently 
encounter lesions of this very part of the bladder, 
the necessity for an operating instrument would 
hardly arise. With the new type of cystoscope used 
in the convex sheath, with the so-called close-vision 
cystoscope devised by the author some years ago, 
and with the cystourethroscope a certain amount of 
operative work can surely be carried out in the 
sphinteric region. 
However, neither the cystoscope nor the cys- 
tourethroscope can be regarded as completely satis- 
factory in this territory. The former is not ideal 


Fig. 5. Author’s cystourethroscope. 


for purposes of inspection by reason of its large 
fenestra, the great distance between the center of 
illumination and the part to be seen, and the na- 
ture of the optical system. Nor is it satisfactory in 
the accomplishment of work that must be carried 
out within a very small space. The experienced 
cystoscopist readily appreciates how impossible it 
is to illuminate the field properly with the cysto- 
scope, how trans-illumination will occur, and how 
the deflector of the instrument will be situated too 
far back in the urethra for the guidance of the 
operating devices when the sphinteric region is to 
be attacked. Much better is the cystourethroscope 
in this regard, except that it will not carry forceps 
large enough for the excision of pieces for micro- 
scopic examination. In diagnosis and for fulgura- 
tion it will, however, answer all purposes. 

About a year ago, therefore, I devised an operat- 
ing cystourethroscope which combines features of 
the operating cystoscope and cystourethroscope. 


In this instrument it was thought wise to assemble 
the features of close-vision that were so success- 
fully developed in the cystourethroscope with such 
variations in mechanical detail as would permit 
simultaneously the adequate inspection of the parts 
and their operative control. Figure 6 depicts this 
instrument, which, at first glance, might be regarded 
as identical with the cystourethroscope. However, 
it presents the following differences; the light is 
changeable, resembling that first suggested in the 
author’s first type cystourethroscope; two different 


SY 


Fig. 6. Author’s operating cystourethroscope. 


styles of lamps may be utilized, one small lamp that 
hugs the roof of the sheath and is designed for 
moderate illumination at the sphincter; another, 
shorter, more brilliant lamp that will be of greater 
use in illuminating the bladder. The former of 
these lamps is the one that answers practically all 
purposes, and will be seen to be situated very close 
to the telescope. This is an essential feature, if 
we wish to get proper illumination of parts that 
are limited to the small space presented by the in- 
ternal vesical sphincter. 

The telescope differs, in its length, in certain 
details of optical construction from that employed 


Fig. 7. Operating cystourethroscope with punch forceps. 


in the cystourethroscope; and there is a larger de- 
flector, one that will be strong enough to guide not 
only a stiff bougie or fulguration wire, but also 
small-sized operating punch forceps. Its ocular 
end is provided with a large catheter outlet, of suf- 
ficient caliber to carry one or two catheters, so that 
synchronous catheterization of the ureters is pos- 
sible. A large bougie for dilatation of the ureter 
may be introduced, or smaller bougies or stylets 
for the exploration of the utricle and ejaculatory 
ducts. The sheath is similar to that found in the 
cystourethroscope, but its beak is shorter. This, 
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however, can be replaced by a longer one if we so 
desire. The sheath is slightly oval rather than cir- 
cular in cross-section, first, in order to place the 
optical system as far away from the field as pos- 
sible, and, second, to give room for the introduction 
of the operating devices. 

In short, we have an instrument which differs 
only from the cystourethroscope in its capacity for 
the introduction of larger instruments and in the 
possibility of their control. The scope of the appa- 
ratus, too, is much wider, since it permits of easier 
catheterization of the ureters and of more exten- 
sive work in the bladder, in the sphincter, and in 
the urethra. By virtue of its longer deflector, the 
sphincter can often be pushed away, making access 
with operating instruments easier. 

Perhaps the most useful field for the application 
of this operating cystourethroscope is in the treat- 
ment of papillomata at the sphincteric margin and 
in the removal of pieces of tumor for histological 
examination (Fig. 7), when situated in the same 
region. The following case will clearly illustrate 
the value of this instrument for just this type of 
work: 

Multiple intravesical papillomata, multiple papil- 
lomata at the sphinteric margin. 


L. L., male, age 58, gave a typical history of 
papilloma of the bladder, there having been hema- 
turia for about two months without apparent cause 


and without pain. Cystoscopic examination Au- 
gust 5, 1914, showed a large papilloma about the 
size of a walnut situated about 2 cm. behind the 
left ureteral orifice, several smaller papillomata 
behind this in the posterior wall, and a large growth, 
the size of which could not definitely be determined, 
occupying the right half of the sphincter and juxta- 
sphincteric regions. Several smaller papillomata 
arose from the sphincteric margin at the left side, 
and a rather large growth occupied the superior 
wall or roof of the sphincter apparently passing 
into the wall of the roof of the posterior urethra 
for a short distance and also into the bladder, thus 
occupying the sphincteric margin, the urethra and 
the contiguous bladder region (juxtasphincteric 
region ). 

Several treatments with the high-frequency cur- 
rent destroyed the large tumor behind the left ureter 
and the smaller ones in the posterior wall, the 
catheterizing cystoscope having been employed. 

For the purpose of destroying the growths at the 
vesical margin, however, it was necessary to have 
recourse to the operating cystourethroscope, by 
means of which on October 3, 1914, several pieces 
were removed with the punch forceps for micro- 
scopic examination. These proved to be papilloma 
and the use of the high-frequency current was per- 
sisted in, the operating cystourethroscope being em- 
ployed. With this instrument I was successful in 
destroying these papillomatous growths completely 
in a region where the ordinary cystoscope even with 


a convex sheath would have encountered great dif- 
ficulties. | 
Several other cases of the same type where the 


growths were situated either at the sphinteric mar- 
gin or involved more extensively the urethra, the 
sphincteric margin and the bladder have been 
treated in this way, For precise and effectual work 
in this region, both with the high-frequency method 
as well as for the removal of pieces of tumor, the 
operating cystourethroscope must be employed. 

In the posterior urethra, too, therapeutic manipu- 
lations can be executed with great ease and accu- 
racy. Papillomata can be removed, the hypertrophic 
and inflamed colliculus can be excised; and the 
application of the high-frequency current is facili- 
tated by the use of the operating cystourethroscope. 

While in my own work the complete armamenta- 
rium—observation and catheterizing cystoscope, 
operating cystoscope, anterior urethroscope, cys- 
tourethroscope, and operating cystourethroscope— 
have all their proper sphere of usefulness, the gen- 
eral surgeon may dispense with the simple cys- 
tourethroscope, utilizing the operating cystoureth- 
roscope both for purposes of diagnosis and for spe- 
cial operative work. 


1 Buerger: Annals of Surgery, February, 1909. 

2 Buerger: New York Medical Journal, April, 1911; Am. Jour. 
Urol., September, 1911. 

Refers to reversal of image in the telescopic tube. 

*This instrument. retains the essential principles followed in 
the construction of the author’s cystoscope. 

5 Desormaux’s instrument, devised in 1865, consisted of a tube 
to which the source of illumination was attached. This was a 
kerosene lamp, the rays of light being reflected into the endoscopic 
tube by a mirror. 

6 Buerger: American Journal of Urology, 
March, 1911. 
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Tue Gorcas MEpAL oF THE N. Y. Mepicat RE- 
SERVE Corps ASSOCIATION. 

A Gorgas Medal, to be awarded annually in 
honor of Surgeon-General Gorgas, U. S. A., has 
been established by the Medical Reserve Corps 
Association, New York State Division. Competi- 
tion for this medal is open to officers of the Med- 
ical Corps of the United States Army, the Medical 
Reserve Corps of the United States Army, and 
the Medical Corps of the organized militia. Of- 
ficers may submit papers on any subject of a 
medico-military nature. 

General Gorgas has appointed the following board 
of officers to act upon papers submitted: Colonel 
Charles Richard, Lieutenant Colonel Champe C. 
McCulloch, Jr., and Major Eugene R. Whitmore, 
Army Medical Corps. These officers are members 
of the faculty of the Army Medical School and will 
have sole authority to appoint the time that papers 
are to be submitted and to pass upon their merits. 
All inquiries should be addressed to one of these 
officers. 
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THE LOCAL EMPLOYMENT OF IODINE IN 
SUPPURATIVE PERITONITIS. 


F. T. Fort, M.D., 
LovIsvILLE, Ky. 


Clinical investigation and experimentation dur- 
ing the last few years have amply demonstrated 
the value of iodine as a local application in an in- 
finite variety of infective and suppurative lesions. 
Also for sterilizing and disinfecting the hands of 
the surgeon and the operative field in any anatom- 
ical situation, likewise in the treatment of contused 
and lacerated wounds of every character where an 
antiseptic or germicide is-required, it has been found 
far superior to bichloride of mercury and carbolic 
acid hitherto so extensively employed. 

For injection in the treatment of joint inflamma- 
tion the value of iodine has long been known. For 
example, as early as 1878, Orlow . successfully 
treated several cases of knee-joint inflammation, 
with serous and sero-purulent effusions, by tapping 
and injection of iodine solution. Reaction was 
never severe, although some of the solution was 
allowed to remain in the joint. Durante also rec- 
ommended that a one to five per cent. solution of 
iodine be injected into tuberculous joints, limiting 
the amount to about fifteen drops and repeating the 
treatment daily. 

Biagi claimed to have cured tuberculous periton- 
itis by injecting iodine solution into the cavity. 
While pain followed injection, the method was de- 
void of danger. Favorable results from similar 
methods were also reported by Campanini. 

In discussing the subject of peritonitis, the term 
“general” must be recognized as practically a mis- 
nomer, as the instances are exceedingly rare in 
which the entire peritoneal area is involved in an 
infectious or inflammatory process. The terms 
“diffuse” and “circumscribed” convey a more accu- 
rate idea as to the extent of the existing pathology. 
Moreover, it must be recognized that peritonitis can- 
not be correctly classified as a disease, per se, some 
other pathology being invariably responsible for its 
origin. 

Diffuse peritonitis, the result of extension of in- 
fection from the abdominal and pelvic viscera, is al- 
ways serious, whereas a circumscribed pelvic peri- 
tonitis may exist for a considerable period without 
inducing grave symptoms. The observable clinical 
manifestations of peritonitis may vary greatly in 
severity ; they may be barely perceptible in one in- 
stance, and in another may be so marked that the 
Hippocratic expression haS already developed and 
the individual is practically moribund when he is 


first observed. If a favorable outcome is to be 
expected, the pathology must be early recognized 
and suitable treatment instituted without delay. 
The mortality attending diffuse peritonitis under 
older methods of treatment has been extremely 
high. 

Notwithstanding the fact that the value of local 
applications of iodine in the treatment of tuber- 
culous peritonitis has for many years been recog- 
nized, no one seemed willing to recommend the 
extension of its employment to peritoneal involve- 
ment due to other causes until quite recently. To 
Dr. Eugene J. Johnson belongs the sole credit for 
suggesting the intraperitoneal application of iodine 
solution in all varieties of peritonitis regardless of 
the etiology. As has been true with every other 
innovation in medicine and surgery from the be- 
ginning of history, this new method of treating 
peritonitis has not escaped criticism, many of the 
most prominent surgeons in the country being espe- 
cially severe and even vituperative in their discus- 
sion of the hypothesis presented. While the method 
was first employed by Johnson in 1906, the details. 
in connection therewith were not published to the 
profession until 1911. The following excerpt is. 
taken from an article by Crisler and Johnson which 
appeared in the Southern Medical Journal, March,. 
1913 (p. 202). The expression “half-and-half” re- 
fers to a mixture of equal parts of alcohol and the 
official tincture of iodine, thus making a solution 
containing 214 per cent. or 314 per cent. in alcohol :* 

“What we most wish to bring before you is the 
fact that, first, we are using the above-mentioned 
‘half-and-half’ in all cases of peritoneal infection; 
whether it be localized, from an unruptured gan- 
grenous appendix or other source, or whether the 
peritoneum is wholly infected, it makes no differ- 
ence. We simply ‘put out the fire’ with this mixture: 
and disregard infection thereafter. If we have a 
ruptured gall-bladder, for instance, as soon as this. 
is discovered at the operation and before the in- 
cision is extended further, we literally pour a quart 
of this mixture into the abdomen and thoroughly 
sift it into all of the recesses. We do not fear the 
use of too much of the mixture; our only fear is. 
that some pocket or interspace between the coils 
of intestines or elsewhere might escape us. If the 
case is already one of acute, general, fulminating 
peritonitis, we are even more liberal with the flush- 
ing out and washing out process with the ‘half- 
and-half’? mixture. If in our judgment a quart 


*The present U. S. P. official tincture is 7% iodine, whereas it 
was formerly 5%. The expression “half-and-half” is evidently in- 
tended to indicate the mixture employed when the proportion of 
iodine in the official tincture was 5%. In their later writings these- 


authors refer to a 24%4% solution. 
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will do, that is all that is used, though we have 
sometimes used as much as a gallon. This applies 
equally to any other infection, whether it be a rup- 
tured appendix with its consequent peritonitis, local 
or general, or a gunshot wound, or a ruptured blad- 
der, or a ruptured tube, or any other infection from 
the pelvic organs, or a perforated ulcer, or what 
not.” 

My attention was especially called to this method 
of treatment by Dr. Johnson in a personal interview 
during March, 1911, at which time he stated he had 
used the method for several years. He was very 
enthusiastic and his arguments were convincing. 
It seemed certain from the results reported that 
iodine could do no possible harm to the patholog- 
ical peritoneum, and his method seemed worthy 
of an extended trial. He explained that he had 
at first experimented upon dogs with peritonitis 
artificially produced, which proved so successful 
that he later decided to employ iodine within the 
human abdomen, and that his mortality from peri- 
tonitis had thereby been markedly reduced. Since 
the method was originally suggested by Dr. John- 
son, he and Dr. Crisler have treated more than 
twelve hundred cases of peritoneal infection, using 
a 24 per cent. solution of tincture of iodine in alco- 
hol. Their success has been remarkable, the mor- 
tality having been reduced to almost the vanishing 
point. 

It is manifestly impossible for any observer to 
form an intelligent opinion as to the merits or 
demerits of iodine by its experimental application 
to the healthy peritoneum of animals. It is quite 
likely that such applications would produce exten- 
sive peritoneal irritation with the formation of 
adhesions, and the evidence thus secured as to the 
usefulness of iodine would be distinctly misleading. 
In the highly inflamed peritoneum, however, it 
would not appear that iodine applied to the infected 
area should cause greater adhesion or absorption of 
toxic material than would occur from the existing 
pathology. On the contrary, the theory has been 
confirmed by practical experience that iodine to a 
certain extent neutralizes the inflammatory peri- 
toneal exudate, thereby materially assisting in its 
resorption and contributing to a cure in desperate 
cases in which the mortality has been tremendous 
under other methods of treatment. 

Shortly after the personal interview with Dr. 
Johnson a patient suffering from diffuse peritonitis 
following rupture of a gangrenous appendix came 
under my observation, and it was decided to try 
the method of treatment he had so graphically de- 
scribed. The result was eminently satisfactory, and 


since then I have employed iodine in every case of — 
peritonitis from any cause. The following list em- 
braces a few of the cases in which iodine has been 
used during the last two years :* 


N. B., female, aged 16 years; date of first obser- 
vation May 9, 1912. Diagnosis, appendicitis, prob- 
ably gangrenous, with diffuse peritonitis. The par- 
ents at first declined to permit the patient to be 
operated upon, but two days later (May 11), after 
a consultant emphasized the extreme gravity of the 
situation, they reluctantly allowed her to be taken 
to the hospital, where an immediate operation was 
performed. Upon opening the abdomen through a 
low median incision, pus appeared from every 
direction. Gentle digital exploration toward the 
right side caused the escape of a large quantity of 
purulent fluid. The hand was then gently carried 
toward the left, gradually pushing the intestines 
aside, and a still greater amount of pus was lib- 
erated from the left iliac region. The appendix 
was found gangrenous, and all the viscera were 
extensively adherent. Sixteen ounces of a two per 
cent. iodine-alcohol solution poured into the cavity 
were allowed to gravitate in every direction. Three 
rubber drainage tubes with gauze in the center were 
inserted, one each to the right and left fossa, and 
another behind the uterus. The patient was placed 
in bed in the Fowler position, and proctoclysis of 
salt solution and coffee given. During the first 
twelve to fifteen hours the indications were that the 
patient would almost certainly perish, but reaction 
occurred and she made an uneventful recovery. She 
is now working in one of the Louisville department 
stores, and so far as can be ascertained has re- 
mained perfectly well. 

A. T., female, aged 23. Diagnosis, bilateral pyo- 
salpinx, with circumscribed peritonitis. Operation 
June 27, 1912. One tube was greatly distended 
and densely adherent and rupture occurred during 
its removal, literally flooding the pelvis with pus. 
Six ounces of iodine-alcohol solution were poured 
into the pelvic cavity and a cigarette drain placed 
posterior to the uterus. This was removed in three 
days. Healing occurred without complication. Re- 
covery. 

R. H., female, aged 21. Diagnosis, bilateral pyo- 
salpinx, with circumscribed peritonitis. Operation 
July 6, 1912. In this case also one of the tubes rup- 
tured during removal, flooding the pelvis with 
purulent material. Ten ounces of iodine-alcohol 
solution were poured into the cavity and the wound 
closed without drainage. Proctoclysis not used. 
Healing by first intention. Recovery. 

M. J., female, aged 27. Provisional diagnosis, 
bilateral tubo-ovarian disease, with diffuse periton- 
itis. Owing to the exceedingly thick abdominal 
walls, the exact nature of the existing pathology 
was undetermined prior to operation, which was 
performed July 9, 1912. Upon opening the abdo- 
men by median incision, a large quantity of puru- 
lent material escaped. All the viscera were densely 
adherent. After considerable difficulty the adhe- 


* These cases were briefly reported before a_meeting of the Jef- 
ferson County Medical Association, Louisville, Ky., November, 1914. 
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sions were separated, and both tubes and ovaries 
being extensively involved in the pathology were 
removed. Great trouble was experienced in con- 
trolling the oozing which occurred from the sep- 
arated adhesions. Nine ounces of iodine-alcohol 
solution were poured into the pelvic cavity, a cig- 
arette drain inserted posterior to the uterus, with 
three or four stay-sutures. The patient left the 
operating table in extreme shock, but rallied in 
about twelve hours. One pint of black coffee-saline 
solution used by proctoclysis. Recovery. 

S. D., female, aged 22. Diagnosis, appendicitis, 
probably gangrenous, with diffuse peritonitis. Op- 
eration June 2, 1913. When the abdomen was 
opened to the right of median line, a large quantity 
of pus immediately appeared in the wound. The 
appendix was found gangrenous, and there was 
also a complicating bilateral pyosalpinx. Several 
ounces of iodine-alcohol solution were poured into 
the cavity, and a large cigarette drain was placed 
in the cul-de-sac of Douglas. The patient was 
placed in bed in the Fowler position. Proctoclysis 
of saline-coffee solution given. Recovery. 


J. M., female, aged 40 years, was admitted to the 
hospital the night of September 16, 1914, suffering 
from appendicitis. Refusing emergency operation, 
she was kept in bed until the following afternoon, 
when the symptoms of diffuse peritonitis became 
apparent.. The serious nature of the condition and 
the imperative necessity for immediate surgical in- 
tervention being fully explained, she finally con- 
sented and was immediately taken to the operating 
room. When an abdominal incision was made 
through the outer border of the right rectus muscle, 
considerable purulent fluid escaped. Nature had 
accomplished little toward isolating the infectious 
material from the gangrenous appendix located to 
the outer side and posterior to the cecum. A de- 
cided fecal odor emanated from the ruptured ab- 
scess, and the appendix was so friable that its 
removal in the customary manner was impossible. 
The gangernous portions were therefore merely 
“pinched off” with forceps, and pure tincture of 
iodine applied to the remaining stump and the sur- 
rounding infected tissues. Two rubber drainage 
tubes with gauze in the center were inserted, one 
in the cul-de-sac of Douglas, the other in the ‘right 
iliac fossa. In addition, gauze strips saturated with 
a three per cent. iodine solution were introduced 
to the site of the gangrenous appendix and brought 
through the abdominal wound with the drainage 
tubes. The incision was partially closed, and the 
patient was placed in bed in. the Fowler position. 
Proctoclysis of saline-coffee solution given. She 
left the hospital within three weeks. A fecal fis- 
tula, which was anticipated, did not develop. 


For a most excellent résumé of the literature concerning 
the anti-microbic action of iodine in comparison with other 
drugs, see dissertation by Kinnaman, Journal of the Ameri- 
can Medical ee te" beginning with the issue of Au- 
gust 26, 1905, p. 600. See also the admirable mare by 
— Surgery, cae y and Obstetrics, 1905, vol. I, p. 

1; and the articles of oberts: International Journal a 
Surgery, paren, 1913, p. 56; Post-Nicoll: Quoted b 
Roberts, 1. c.; Crisler-Johnson: Southern Medical Jou 
March, 1913, p . 202, Southern Medical Journal, February, 
1914, p. 147, a. 


THE TREATMENT OF BURNS IN CHIL- 
DREN BY EXPOSURE TO AIR. 
Srwney V. Haas, M.D., 


Attending Pediatrist, Lebanon Hospital and Hebrew In- 
fant Asylum; Consulting Physician, Hawthorne 
Home for Crippled Children. 


New York. 


Despite the endless methods of treating burns of 
the surface, whether produced by fluid or by flame, 
the results remain far from satisfactory. No local 
treatment will prevent the fatal result which follow 
burns of very large areas of body surface. The 
only hope of ‘the future in these cases must rest 
upon a correct understanding of the pathologic 
process which ensues, a process that bears a strik- 
ing analogy to the phenomenon of anaphylaxis, 
many of these cases presenting a scarlatiniform 
erythema before death. Among recent contribu- 
tions to the pathology of burns, several observa- 
tions tend to involve the adrenals as important 
factors. Thus, Kalisko* states that changes are 
found in the adrenals in deaths from burns. There 
may be more or less extensive hemorrhage infarc- 
tion in acute cases and when death occurs later, 
marked hyperemia with reduction of lipoids. Pos- 
sibly these changes stand in direct relation to the 
cause of death in burns. 

Crile? has found that double adrenalectomy 
caused a steadily increasing exhaustion, and death 
in less than twenty-four hours, and marked changes 
in the brain cells. Animals exhausted by physical 
injury, by fear, by infection, insomnia, étc., showed 
identical changes in tissues upon histological ex- 
amination. It is possible that here lies an explana- 
tion of the better results of the treatment of burns 
by the method to be described. 

For those cases, however, which are not so ex- 
tensively burned that recovery is impossible, a 
method of treatment may be applied which in a 
moderate experience has proved infinitely superior 
to any heretofore observed by me. It is an ancient 
method; and as Dr. Jacobi would put it, quite an- 
cient enough to be new. Why it is not universally 
used is remarkable. It consists of exposing the 
burned areas to the atmospheric air. Nothing can 
be simpler, certainly nothing is more effective, un- 
less it may be heated air as suggested by Stappato.® 

During the last two years most of the burn cases 
at Lebanon Hospital have been treated in this way. 
Some of the cases have had a wet dressing applied 


1 Kolisko; Vrtljahreschrift f. gerichtl med. 1914. XLVII. 


2Crile; Anoci Association, etc. Jour. A. M. A. LXIII. No. 
XVI, Oct. 17, 1914, p. 1335. 


®*Stappato: Abstract, J. A. M. A. Vol. LXIII, p. 1797. 
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for twenty-four hours. Many of them had carron 
oil or some other oil dressing applied before being 
brought to the hospital. It has been found, how- 
ever, that it is unnecessary to apply any dressing 
for eventy twenty-four hours; although it does not 
interfere with the subsequent treatment in any way, 
and has the advantage of perhaps rendering the 
‘wound cleaner. 


The patients are placed in bed upon a clean sheet 
and the burned parts are left uncovered; the other 
‘parts of the body are well covered in cool weather. 
In warm weather it is necessary to keep the entire 
‘bed well covered with mosquito netting to keep 
flies from the wound. Opium in some form. is 
usually necessary during the first twenty-four or 
forty-eight hours, after that rarely. The bowels 
are freely moved, and as soon as the patient is 
hungry a full diet is given. The wound after a 
short time takes on a very characteristic appear- 


Fig. 1. 


Burned by flame ae 26, 1914; second and third 
degree. 


Appearance December 12, 19 


-ance, 


Those portions that have suffered only a 
first degree burn’ assume a normal appearance, ex- 


«cepting for the redness. Those portions that are 
the seat of second and third degree burns crust 
“over and, according to the depth, discharge puru- 
lent fluid under these crusts, which are lifted up 
and take on the appearance of rupia. When the 
exudate beneath the crust is not great, the crust 
remains until it falls off, leaving a reddened, healthy 
‘surface without scar. 

Where the deeper burn produces a large eduda- 
tion the scab is lifted until it is loose in nearly all 
‘its parts and a granulating surface bathed in puru- 
lent fluid is seen beneath. These crusts should be 
left as long as possible, but it frequently becomes 
necessary to remove them and clean the granu- 
lating surface thus exposed, by gently mopping with 
‘cotton moistened in boracic or other solution. The 
crusts form again immediately, but each time 
‘smaller, as healing from the edges proceeds very 


rapidly. The granulations by this method do not 
bleed as when a dressing is applied, except where 
the crust is forcibly separated, or from mechanical 
injury from some other source. The granulations 
are constantly bathed in the purulent fluid held be- 
neath the crusts. 


To be sure, this method of treatment does not 
create a pleasant view. The odor and appearance 
of the wounds are two of the objectionable fea- 
tures, as is also the tendency of the patient to pick 
off the scabs. An attempt was made in one case 
to replace the putrefactive by fermentative organ- 
isms; lactic bacilli were sprayed over the surface 


Fig. 2. Appearance January 9, 1915. 

of the wounds which had been dusted with sugar. 
The results, however, were negative. Dusting the 
parts with boracic acid powder appears to aid ma- 
terially in keeping the wound sweet, without inter- 
fering with the healing process. _ 

The contrast between a burned child treated by 
this method and one treated by some form of dress- 
ing is striking indeed. The terror of the one wait- 
ing for the next dressing, and the shrieks which 
accompany such a dressing, and the comparative 
air of comfort and well-being of the other, is one 
not quickly forgotten. These children lie quietly in 
bed, present good color, smile and play when they 
can do so without disturbing the burned parts, and 
take their food with relish. 

Nephritis would seem to be less frequent than 
in cases treated by dressings and, when present, 
to disappear sooner. The pallor and cachexia of 
these latter cases is not so noticeable as in those 
treated by dressings. 
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The degree of scarring is greatly diminished, the 
time required for healing is apparently much 
shorter. 

These cases have all been observed in children, 
although several adults have been treated at the 
hospital in the same manner, and with the same 
degree of success. Because of cold weather and 
the necessity of keeping the wards cool, the burned 
part in one case was protected by covering with a 
blanket which, however, did not touch the region. 
In this case the healing process was much slower 
than usual. 

Light and air are the important elements neces- 
sary to insure proper dessication and the best 
results. 

SUMMARY. 


1. This method is simple. 

2. It minimizes scarring and contractions. 

3. Healing proceeds more rapidly than under dressings. 

4. The shock of treatment is reduced to a minimum, 
as noted by the absence of pain, terror, and psychic dis- 
turbance. 

5. Nephritis would appear to be less frequent and less 
severe. 

6. The patient’s spirits and appetite are maintained. 

7. At the termination of the treatment the appearance of 
the patient is quite different from that which one is accus- 
tomed to see. 

8 The treatment can be carried out at home, inex- 
pensively. 


THYROID ENLARGEMENT. 

The thyroid gland is enlarged at times in infec- 
tions in different organs of the body, noticeably 
in syphilis, scarlet fever, tonsilitis, and tuberculosis. 
This does not mean that the enlargement is due to 
a specific organism, but may indicate that the in- 
creased activity of the gland is due to its effort 
to eliminate toxic materials—G. T. Matiack in 
The Therapeutic Gazette. 


TACHYCARDIA AND UTERINE GROWTHS. 

A large number of uterine growths are associ- 
ated with tachycardia and other circulatory anoma- 
lies. In some of these cases there is a palpable 
thyroid; in others no evident enlargement of the 
gland. In some an apparently normal thyroid may 
become tender and slightly enlarged during the 
presence of tachycardia. There may be localized 
tenderness, with slight enlargement of one lobe of 
the thyroid. In all of these cases one must inves- 
tigate cautiously to determine the factor which has 
ungeared the circulatory system. In the presence 
of several of the symptoms of hyperthyrodia or per- 
verted functions and the absence of other causes, 
though there is no evident goiter, the author would 
favor strongly the thyrogenous origin of the tachy- 


cardia—Henry N. Exner, in The Monthly Cyclo- 
pedia and Medical Bulletin. 


A NOTE ON THE OPEN METHOD OF 
TREATING BURNS. 
CHARLES HERRMAN, M.D., 
Attending Pediatrist, Lebanon Hospital, 
New York. 


During the past seven years, 180 cases of burns 
have been treated in the wards of Lebanon Hos- 
pital, and of these 75 per cent. were in children. 
We have been interested to follow the various 
methods of treatment and have always felt that 
their results were most unsatisfactory. In the four 
years from 1908 to 1912 the mortality from burns 
of the third degree was 54 per cent. Few if any 
of those dying during the first 48 hours could have 
been saved, but we feel that many of those who 
died after several weeks or months would have 
recovered if they had been treated by the “open 
method.” 

The keynote of this treatment is “hands off.” 
It may be compared in some respects to the present 
method of treating peritonitis. Formerly the sur- 
geon by swabbing and washing tried to make the 
peritoneal cavity perfectly clean, and in so doing 
he removed the protective covering and broke up 
the fine adhesions which represented nature’s at- 
tempt to limit the spread of the infectious material. 
Now the surgeon simply removes the free exudate 
and the source of the infection and interferes 
otherwise as little as possible, with the result that 
a far larger percentage of the patients recover. In 
the usual method of treatment of burns with local 
applications, the removal of the dressings, besides 
causing great pain, destroys the protective cover- 
ing and fine granulations. Nature’s tendency to 
conservation is well illustrated in the healing of 
burns if they are left to themselves; there is then 
the least possible loss of tissue and there results 
a thin, smooth scar instead of dense cicatricial 
tissue. 

Those who die within 48 hours apparently suc- 
cumb to an acute anaphylactic shock. In those who 
die later the kidneys are apparently unable to ex- 
crete all the foreign protein material that is ab- 
sorbed from the disintegrated tissue at the’ site of 
the wound. If the wound is left alone the absorp- 
tion of such material is slight: 

The fever associated with these cases has usually 
been assumed to be of bacterial origin, but this is 
probably a mistake. The result of the absorption 
of an undue amount of foreign protein material is 
seen in the irritation of the kidneys as shown by 
the appearance of abnormal elements in the urine, 
and the often associated coma and vomiting remind 
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one forcibly of uremia. It would therefore seem 
rational to treat the condition in a similar manner 
to the treatment of uremia, namely, by improvising 
elimination through the skin, kidneys, and bowel. 
The treatment with hot air probably owes much of 
its value to its diaphoretic action. 

For preventing the multiplication of the organ- 
isms of putrefaction, I have suggested powdering 
the parts with boracic acid, and I have found it 
very effective. Briefly outlined, the treatment 
would be as follows: During the first twenty-four 
hours, if the pain is severe, morphine is admin- 
istered; after that the exudated serum covers the 
nerve endings and there is little pain if traumatism 
is prevented. Stimulants, especially suprarenal ex- 
tract, are given to control shock. The parts are 
exposed to the air and are well powdered with 
boracic acid. Elimination through the skin, kid- 
neys, and bowel is increased by the use of hot air, 
diaphoretics, high colonic irrigation with hot water, 
diuretics, and saline laxatives. 


GASTRO-ENTEROSTOMY UNDER LOCAL 
ANESTHESIA: CASE REPORT. 
E. S. Breese, M.D., 
Dayton, OHIO. 


The patient was a man of 67 years. He gave a 
history of “stomach trouble,” extending back two 
years ; pain, nausea, and vomiting at frequent inter- 
vals during the last six months; progressive loss 
of weight and strength. For three weeks prior to 
operation there were signs of pyloric obstruction, 
but no tumor could be palpated. The only nour- 
ishment he received was by rectal alimentation. 

Clinical diagnosis: Carcinoma of the stomach, 
with pyloric obstruction. 

Treatment: Lavage of the stomach until the 
water returned clear. Inhalation anesthesia was 
considered unsafe in this particular instance. 

Spinal analgesia with the patient lying on the 
side, shoulders and hips elevated, in order that a 
heavy anesthetic solution might run down into the 
dorsal curve and thereby anesthetize the segment 
of the body containing the stomach was considered. 
It was abandoned on account of the patient’s weak- 
ened condition. 

The skin of the upper abdomen was prepared 
with benzine and iodin. Novocaine 1:400 with 10 
drops of adrenalin solution to the ounce was care- 
fully injected into the skin and deeper tissues for 
a space of four inches in the midline between the 
ensiform cartilage and the umbilicus. After an 
interval of ten minutes the same area was injected 
with quinine-urea hydrochloride 1 :200. 


BREESE—GASTRO-ENTEROSTOMY..- 


Fesruary, 1915. 


The incision, begun fifteen minutes after the first 
insertion of the needle and carried through skin, 
fascia, muscle, and peritoneum without discomfort 
to the patient. Careful exploration of the stomach 
revealed inoperable carcinoma of the pyloric region, 
and the manipulation caused no particular distress. 

The under surface of the transverse mesocolon 
was exposed and a point on the jejunum about 25 
cm. from its origin selected. The lowest point on 
the anterior wall of the stomach was also selected. 
These two points were quickly approximated by 
means ofta Murphy gastro-enterostomy button. To 
preclude the possibility of the formation of a spur 
at the point of union, Lembert stitches were placed 
between the stomach and jejunum distal to the but- 
ton. The parts were returned to their normal cav- 
ity, the abdominal incision quickly sutured in layers 
and the skin approximated by Michel clips. 

Cutting and puncturing the viscera appeared to 
cause no pain. The patient assured me that the 
only time he was uncomfortable was when traction 
was made on the stomach and bowel. 


There was neither shock nor acceleration of 
pulse. He left the operating table in as good con- 


dition as he came on. 
Post-operative history: Complete absence of nau- 


sea and vomiting. Rest in bed in the sitting pos- 
ture for eight days, at the end of which time the 
patient was removed from the hospital. Liquid 
diet in increasing amount and variety after the first 
24 hours. 

This operation is only palliation, of course, but it 
can be quickly accomplished under local anesthesia, 
with little discomfort to the patient. 


DuopENAL ULCER. 

The great majority of cases of gastric or duo- 
denal ulcer will give some indication of their pres- 
ence from the Roentgen ray examination, although 
at times, even a typical clinical case may yield no 
information, and a doubtful case may still remain 
doubtful. The points to be considered are, the 
clinical history, the tender spot, examination of the 
stomach contents and of the stool; increased peri- 
stalsis, spasm; the interval of time occupied by the 
stomach in emptying itself, retention and rarely 
antiperistalsis; the evidences of adhesions or of 
cicatrization; the contour of the organ, the pres- 
ence of diverticulum, penetrating ulcer or hour- 
glass. By carefully considering these points, we are 
usually able to venture a positive opinion, for or 
against ulcer—W. A. Witxins in The Canadian 
Medical Association Journal. 
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THE MEDICAL PICKWICK. 


Have you listened to the lispings, heard the whiffling, 
whistling whisperings, 
Seen the strange mysterious trystings that are going on 
in town? 
There’s to be another journal blazing forth from depths 
infernal, 
Or perhaps from realms supernal it will gaily flutter 
down. 


There’s a direful dearth of papers that can chronicle the 
capers 
Of the big and little apers of Hippocrates the sage. 
There are clinics, there are cases jotted down in divers 


aces, 
But the medic and his graces are not found on any page. 
* * * * * 

There’s a new medical journal. This time, if you 
please, it’s not “another journal you’ll have to read,” 
but another journal you are going to read, read 
regularly and, we venture to predict, read from 
cover to cover every month before you can be 
tempted from it to any of the regular medical pub- 
lications that come to your desk. 

For this is a new journal in the date of its birth 
not only. It is altogether new in its substance and 
in its purpose. Not a word of scientific medicine 
is in it, not a case report, not an “abstract of cur- 
rent literature.” And yet in dignity, in interest, 
in yield of inspiration, this magazine will find a 
worthy and a welcome place among its many more 
familiar brothers that bear the burden of dry med- 
ical facts. 

As we look through the pages of the first num- 
ber of The Medical Pickwick, issued a few weeks 
ago, we wonder that no one before undertook to 
publish what many medical men have long wished 
for—a magazine devoted to the purely literary and 
humanistic side of medicine; to verse, fiction, hu- 
mor, satire, biography, anecdote, and lore of or by 


medical men; a periodical to quicken the interest 
of physicians in the history of their art, to stir and 
amuse them with genial satires of their own foibles, 
to banish the fatigue of their daily grind with 
pleasing wit and well selected verse, to tap their 
pent-up skill in fiction, biography, history—in short, 
a magazine both light and serious for the intellec- 
tual side of doctors as doctors. 

Just such is the new journal, The Medical Pick- 
wick. That in the first issue, before its existence 
was generally known, all the various qualities of 
the publication should be displayed by so much and 
such excellent material, is a creditable accomplish- 
ment by the editor, Dr. Samuel M. Brickner, of 
Saranac Lake, N. Y. Known to many as well by 
his own excellent verse and lay writings as by his 
contributions to gynecology and obstetrics, he has 
no doubt sounded his Pickwickian horn to his lit- 
erary friends, and forty-eight pages of delightfully 
interesting, clean, dignified, and well illustrated 
reading was the response. Fielding H. Garrison, of 
Washington, editor of the Index Medicus, and au- 
thor of a quite remarkable history of medicine, 
bespeaks the dignity and purpose of the magazine 
in a “foreword” of charming style. Among the 
very many other features are an excellent jingle 
by Samuel W. Kelly, of Cleveland, author of the 
volume “In the Year 1800” and numerous other 
contributions to literary medicine; “The Singer in 
the Snows,” an illustrated story of Robert Louis 
Stevenson at Saranac Lake, by Stephen Chalmers; 
“Julius Pagel,’ the medical historian, by Major 
Seelig, of St. Louis, himself a deep student of 
medical history and a master of literary expres- 
sion; “The Pickwick Medical Society,” a laughable 
satire on medical meetings, by Ira S. Wile; “Mod- 
ern Medical Writers,” by Davina Waterson; “The 
Surgeon in the Field Hospital,” from an old maga- 
zine; “Therapeutics of Two Hundred Years Ago,” 
by Alice Chadwick, and many other historical con- 
tributions such as “Incubation at the Temple of 
Epidaurus,” “Chaldean Incantation Against Dis- 
ease,” “The First Account of Mountain Sickness,” 
“William Hunter,” “John Radcliffe,” “An Old Eng- 
lish Sign-Board,” and numerous anecdotes. There 
is an intimate sketch of Abraham Jacobi, of the 
authorship of which we suspect the editor, as we 
do the authorship of a brisk and amusing satire on 
newspaper publicity, entitled “Pronouncing Him 
Dead,” and the sketch “Dr. Hulett’s Sonnet.” There 
is a short article on “Nut-Raising,” by Robert T. 
Morris, of New York; a column devoted to “‘Hol- 
mesiana,” and several other interesting articles, 
reminiscent, satirical, and otherwise. And with 
this bountiful literary feast are served numerous 
delicious tid-bits—editorials, poems, cartoons, anec- 
dotes, jokes, portraits, book reviews. Surely, such 
a magazine as this will be welcomed by those phy- 
sicians who have a sense of humor, those who want 
to be amused, those who are interested in the his- 
torical and humanistic sides of medicine, and those 
who possess literary talent or even only a readiness 
to enjoy good literature—and who are there in the 
profession who lack all of these qualities and feel- 
ings? Surely, too, The Medical Pickwick will be- 
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come the natural repository for the short biograph- 
ical sketches that have had to find a desultory place 
now in this medical journal and now in that one. 

Accustomed as we are to devote the editorial 
pages of the JouRNAL to strictly surgical subjects, 
this rather lengthy consideration of another non- 
surgical journal probably seems a wide departure 
from our rule. But though we here usually adhere 
to the dry discussion of scientific topics, the literary 
aspects of medicine are close to the hearts of the 
Journat staff, and we believe that the advent of 
The Medical Pickwick, so important in the devel- 
opment of American medicine, so pregnant with 
interest to the profession, deserves to be brought 
thus prominently to attention. Itself dealing only 
with surgery the science, the JouRNAL would urge 
and encourage all the qualities and attributes of 
surgery the art. And so, with Kelley, we say for 
The Pickwick: 


Surgeon, drop your scalpel gory, seize your pen and write 
a story 

That will celebrate the glory of the art that you profess. 

Dector, rest your dulled gray matter while you generously 
scatter 

Your superfluous lore in chatter for our dictographic 


press. 
—W. M. B. 


THE QUADRICENTENNIAL OF ANDREAS 
VESALIUS. 

Brute man, brute through all the dark and all 
the gilded centuries, fighting for his existence like 
the other brutes, buckles on the horrid habilaments 
of hell and hurries forth to slaughter and destroy. 
And insatiable War, his cunning, cherished com- 
panion through all the ages, with devastating shell 
and shrapnel shrieks derision of his boasted civili- 
zation. 


The great University of Louvain, rich in price-~ 


less collections and incunabula, cherished in the 
traditions of centuries, is in ruins. In those halls 
trod many of Europe’s greatest scholars and scien- 
tists. There Andreas Vesalius, the great anatomist, 
taught and studied, and there, and at Brussels, the 
city of his birth, the quadricentennial of that event 
was to have been celebrated a month ago. 

Belgium has sorrows far greater than the pas- 
sage, uncelebrated there, of this occasion, far 
greater even than the loss of its famous old univer- 
sity. But among scholars and scientists, and not the 
least among medical men, the destruction of that 
great institution of learning will remain a bitter 
memory of the war long after the Belgians are, we 
hope, restored to homes and prosperity. 

Medicine is international; and so the quarter- 
centenary of Vesalius, perforce neglected in the 
land of his birth, has not gone unmarked elsewhere. 
For example, in New York and in Boston it was 
observed by interesting addresses and exhibits of 


books and engravings, and in Denver the life of 
Vesalius was made the subject of the presidential 
address by Dr. Carroll Edson before the County 
Medical Society. 

Vesalius’s contribution to medicine néeds no 
lengthy consideration here. It is familiar to most 
medical men, certainly to those who have interested 
themselves in medical history. That he upset many 
of the blindly followed teachings of Galen was a 
great accomplishment; that he conducted. and pub- 
lished, with engravings of artistic beauty and scien- 
tific precision, a systematic dissection of the human 
structures was a greater accomplishment, but that 
he established the study of anatomy in the path 
that it has since followed is, as Dr. Wm. H. Welch 
emphasized in New York, his greatest achievement. 
Dr. Lewis Pilcher well said at the Boston meet- 
ing: “After all, it is not so much what he did— 
other great anatomists have lived and worked since 
that time—but the spirit which he exemplified and 
perpetuated, that counts. We do well to honor his 
memory by such assemblies as this. We do best 
of all if into our own work we incorporate some- 
what of that spirit of inquiry, industry, boldness, 
zeal, energy, breadth of vision, doubt of dogma, 
insistence upon demonstration, which the world 
acknowledges to have been the peculiar characteris- 
tics of the Vesalian Spirit !’”—W. M. B. 


FRACTURE NUMBER. 

It would be almost platitudinous to say that the 
treatment of fractures occupies to-day a large place 
in surgical thought. The study of bone repair, the 
development of operative methods, and the appli- 
cation of stricter criteria to results brought this 
about. Old as it is in medicine, the management 
of fractures—fundamental in the surgical study of 
the physiology and pathology of the bones and 
joints—is to-day in a re-formative stage. Our 
mechanical methods, our operative procedures, nay, 
our physiological conceptions, are in the threshing 
machine of surgical activity. 

It is because of this activity, because of the con- 
fusion that may arise in the mind of the physician 
from the reading of scattered reports, some too 
conservative, some over-enthusiastic, that the 
JournaL has from time to time devoted an entire 
issues to fractures, and has published therein articles 
most of them specially prepared, by men who have 
been leaders in the study of the treatment of frac- 
tures in its various aspects—mechanical, operative, 
economic. Thus, the last fracture number of the 
JourNaL (January, 1914), which was very warmly 
received, contained valuable articles by Magruder, 
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Estes, Van Duyn, Albee, Stimson, Young, Cotton, 
Elsberg, and others; an editorial review of the sub- 
ject; editorial suggestions concerning fractures; a 
statistical study of “fractures and social loss” by 
Ira Wile; and an illustrated critique and bibliog- 
raphy of recent fracture literature by J. C. A. 
Gerster. 

The next (March) number of the Journat will, 
again, be devoted to fractures. It is to contain 
the following contributed articles: “Classification of 
Fractures,” by J. B. Walker, New York; “Treat- 
ment of Fractures,” by B. F..Zimmermann, Louis- 
ville; ‘Fractures in the Neighborhood of the 
Joints,” by Jas. K. Young, Philadelphia ; “Inlay and 
Peg Bone Graft in the Treatment of Fresh and Un- 
united Fractures,’ by Fred. H. Albee, New York; 
“Fractures of the Femur,” by W. L. Estes, South 
Bethlehem, Pa.; “The Treatment of Fractures of 
the Lower Extremities, with End Results,” by 
J. H. Downey, Gainesville, Ga.; “The Prevention 
and Treatment of Disabilities Following Fractures 
of the Limbs,” by Astley P. C. Ashhurst, Philadel- 
phia; “Medico-Legal Features of Fractures,” by 
William H. Marcy, Buffalo; “Non-Reducing Oper- 
ations for Fractures and Dislocations,” by William 
Darrach, New York; “Hip Fractures,” by F. J. 
Cotton, Boston; “The Abduction Treatment of 
Fracture of the Clavicle,” by John J. Moorhead, 
New York; “Fracture of the Ankle,” by J. E. Pir- 
rung, Cincinnati; “Infected Compound Fracture of 
the Femur into the Knee Joint ; Conservative Treat- 
ment,” by Howard Lilienthal, New York. 

We bespeak for the coming “fracture number” 
the same interest that its predecessors attracted.— 
W. M. B. 


HARE-LIP, CLUB-FOOT AND SYPHILIS. 


New York, January 15, 1915. 
Editor, AMERICAN JOURNAL OF SURGERY: 

In the editorial column of your January issue, 
under the caption, “Damaged Goods,” you call at- 
tention to what you consider an error on the part 
of the author of that play in assigning to certain 
fetal malformations [hare-lip, club-feet, and “con- 
genital hip disease”] a syphilitic origin. You deny 
this etiologic relationship and advise the correction 
of this statement “in the interest of the peace of 
mind of such mothers, even more than for the mere 
sake of accuracy.” 

You said of the play “the medical data it pre- 
sents are for. the most part accurate and well 
chosen.” For accuracy sake permit me to cite you 
an authority for Brieux’ statement. I refer you to 
the monograph, “Recherche et Diagnostic de I’Her- 


ido-Syphilis Tardive,” by Edmond Fournier, Paris, 
1907, which is replete in examples from personak 
observations, supported by citations from eminent: 
authorities, that these malformations are syphilitic: 
in origin. 

It is probable that this classic work was the au-. 
thority consulted by Brieux, and the correction you: 
recommended is therefore unwarranted. The proof 
of the accuracy of the medical facts precludes any 
discussion of changes for sentimental reasons. 

Martin W. Wart, M.D. 

We thank Dr. Ware for citing an authority for: 
Brieux’ statement. We questioned, however, the 
correctness of the statement itself, not the play- 
wright’s information. That hare-lip, club-foot, and 
similar fetal malformations appear in syphilitic 
children, just as it does in other children, there is. 
no doubt. That they occur as a result of syphilis. 
we very much doubt. Probably every practicing 
physician has seen several otherwise perfectly 
healthy children born with hare-lip or club-foot, of 
healthy parents. What percentage of children with 
these anomalies show stigmata of syphilis? What 
percentage of the many recognizable hereditarily 
syphilitic infants have hare-lip, club-foot, or “con- 
genital hip disease” (whatever that may be)? Now 
that we have a reliable serologic test we may deter- 
mine the correctness of Fournier’s assertion. Until 
it has been thus substantiated we shall continue to: 
share the general belief that these fetal malforma- 
tions are not evidences of a syphilitic taint— 
W. M. B. 


Surgical Suggestions 


In the acute stage of gonorrheal salpingitis opera- 
tion is. contraindicated. The condition usually sub- 
sides under conservative treatment, and may even 
undergo spontaneous cure. 


Sometimes acutely inflamed pus-tubes rupture 
into the peritoneal cavity, which provides an urgent 
indication for operation. These are probably in- 
stances of mixed infection 


The actual rupture. of a pus-tube is apt to be 
preceded by attacks of severe local pain and weak- 
ness. Such attacks should suggest the possibility 
of an impending rupture and the desirability of 
relieving the tension in the sac by a vaginal inci- 
sion if the case is a recent one, or of salpingectomy - 
if the condition is a recurrent one. 
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Surgical Sociology 


Ira S. Wile, M. D., Department Editor. 


SomME DISPENSARY PROBLEMS. 


The most striking advance in connection with 
hospital work is the development of out-patient 
departments. The number of dispensaries and out- 
patient departments existent at the end of 1914 
probably total nearly 900, of which 400 are gen- 
eral dispensaries and 300 for tuberculosis only. The 
rapid increase in the number of dispensaries is evi- 
dent from the fact that during fourteen years their 
number grew seven-fold. To-day, out-patient de- 
partments are distributed throughout the Union, 
and only ten states are to be found without one of 
these necessary institutions. 

Naturally, the larger the city, the greater the 
need of dispensary service, so that it is not strange 
to find that 75 per cent. of the dispensaries are in 
the cities of over 100,000 inhabitants and only 10 
per cent. in towns of less than 20,000. The in- 
crease of dispensaries in smaller communities is 
more marked at the present time than ever before 
and represents a wholesome advance from the un- 
derstanding of the importance of the service ren- 
dered. 

The rapid increase of special and general dispen- 
saries since 1900 has probably been due in part to 
the increased demand of physicians and surgeons 
for clinical material. A further factor in their 
development has been the need of a large portion 
of the public with limited means who have been 
made medically dependent, owing to the pressure of 
the rising cost of living. A more important reason, 
however, in the organization and growth of dispen- 
saries has been the increased interest in public 
health. 

The propaganda for the protection of the com- 
munity from the ravages of diseases, as tuberculo- 
sis, trachoma, cancer, hookworm, and the like, has 
employed out-patient clinics as part of their work. 
This is most strikingly illustrated in connection 
with the campaign for the prevention of tubercu- 
losis, which has resulted, within ten years, in the 
establishment of 300 tuberculosis clinics. Similar 
results, though not so large in numbers, have been 
attained through the campaign against infant mor- 
tality, mental defectives, and the prevention of 
cancer. 

The wider dissemination of knowledge among 
industrial concerns relative to the importance of 
conserving the lives of employees, together with 
the pressure from potential workmen’s compensa- 
tion acts, have impelled industrial organizations to 
establish dispensaries for the benefit of their em- 
ployees and even the members of their family. 

An appreciation of the importance of social ser- 
vice work and the following up of the cases dis- 
missed from hospitals has lead to an increase of 
out-patient facilities for the purpose of restoring 
discharged patients to a state of economic efficiency. 

The report of the Committee on Out-Patient 


Service of the American Hospital Association 
(Modern Hospital, January, 1915) calls attention 
to many interesting facts relating to the develop- 
ment of out-patient service. 

The question of the cost of dispensary service is 
of the utmost importance. The figures which seem 
to indicate that a cost per visit of a patient of less 
than twenty cents or even twenty-five cents is in- 
dicative of either a low standard of service or of 
an. inadequate system of cost accounting.. Unfor- 
tunately, in general dispensaries connected with 
hospitals complete data are not available to start 
the unit cost of dispensary service entirely from 
that of the hospital itself. Naturally, the cost de- 
pends upon the amount of money expended upon 
the entire plant and the number of visits paid by 
each of the patients. 

From the standpoint of efficiency, with an inade- 
quate expenditure of money, a proper standard of 
clinical work is difficult to maintain. If there be 
over-pressure by reason of numbers, the work even 
in a well organized plant must naturally fall below 
high standard. Of course, the standards of dis- 
pensary efficiency must be more or less relative to 
the form of its organization, the extent of its work, 
and the community it serves. 

It is a peculiarly striking fact that while the large 
majority of dispensaries state that they have ade- 
quate facilities for laboratory examinations, these 
facilities are not properly utilized by the staffs of 
the dispensaries. It is patent that this is a reflec- 
tion upon the character of the dispensary service 
afforded and does not indicate the high standard 
of the medical service which might be expected with 
available facilities for scientific clinical work. 

An excellent criterion of the general service of 
dispensaries may be found in the per cent. of pa- 
tients who paid only one visit to the clinic and failed 
to return, despite the fact that further treatment 
was needed. Where actual tests of this fact have 
been made, it has been found that the percentages 
of patients paying but one visit have varied in dif- 
ferent institutions and clinics from 30 to 75. This 
would indicate on the one hand a large wastage 
of effort in medical and surgical service, and on 
the other, a lack of efficiency in remedying the con- 
ditions of the patients who fail to visit the clinic 
more than once. 

Obviously, this subject requires further investi- 
gation, in order to determine whether the greater 
responsibility rests upon the clinic or upon the 
patients. Furthermore, it would be interesting to 
ascertain what proportion of patients fail to return 
to one clinic and present themselves for treatment 
to another clinic. 

The rapid growth of dispensaries in this country 
has interfered with their scientific investigation in 
terms of results and has permitted the organization 
of new dispensaries in a hasty and inefficient man- 
ner. It is necessary to improve the standards of 
out-patient service and to make thorough studies 
of the administrative, clinical, and social service 
which they are affording to their patients. To 
establish standards of service is a difficult matter. 
It is necessary, however, to examine the facts at 
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present demonstrable in connection with existent 
clinics in order to determine any standards for 
the dispensaries of the future. In no type of clinic 
is this work more necessary than in the surgical 
dispensaries connected with general hospitals or in 
emergency dispensaries that have an independent 
existence. 

The function of an out-patient department is to 
serve not alone the hospital with which it is con- 
nected, nor even the individual patient applying for 
treatment; it has a wider duty of far greater sig- 
nificance in its relation to the welfare of the com- 
munity that sponsors its development. 


Book Reviews 


Surgical Materials and their Uses. ALEXANDER Mac- 
NNAN, M. B., C. M. (Glas.), Visiting Surgeon, Glas- 
gow Royal Hospital for Sick Children; Assistant Sur- 
geon, Western Infirmary, Glasgow; Consulting Sur- 
geon in Glasgow, East Coast Railways; Honorary Con- 
sulting Surgeon, Royal Infirmary, Stirling; Consulting 
Surgeon to the County Council of Lanarkshire. Duo- 
decimo; 252 pages; 277 diagrams and _ illustrations. 
New York: LoncMANs, GrEEN & Co., 1915. Price, 
$1.25, net. 


This small volume deals with subjects of interest to all 
practical surgeons. Bandaging, the making of splints and 
dressings, the various antiseptics and their indications, the 
preparation and uses of sutures and ligatures, the choice 
and use of instruments—all these matters and many more 
are treated here briefly and in the light of the author’s 
experience. The section on splints and the section on in- 
struments possess particular value to those who seek sug- 
gestions of proved service. 


The Cancer Problem. By SEAMAN_ BAaIN- 
BRIDGE, A.M., Sc.D., M.D., Professor of Surgery, 
New York Polyclinic Medical School and Hospital: 
Surgeon, New York Skin and Cancer Hospital, etc., 
etc. Octavo; 534 pages. Illustrated. New York: 
Tue Co., 1914. 


The perusal of this very comprehensive book affords 
a sense of melancholy, not, we hasten to add, because 
the author has not done his part well, but because the 
book tells of sc much work done with so little accom- 
plished. We cannot escape the thought of how utterly 
futile this book will be, should the cause of cancer be dis- 
covered tomorrow. Although published only yesterday, 
this book would be as suddenly ancient as the Humoral 
Pathology of Galen. Bainbridge conscientiously reviews 
all the theories, both old and modern, of the cause of 
cancer; he relates the story of cancer research, especially 
that concerning animal tumors—but when it is all done, 
ignorance is still our portion. 

We come upon a little surer ground when we read of 
the distribution and statistics of cancer, but even these 
subjects, we feel, are only desperate graspings at straws. 
They remind us strongly of old text-book discussions 
upon malaria before the mosquito etiology was discov- 
ered. The chapters that give one the largest sense of 
security are those upon histopathology, the clinical course 
and diagnosis of cancer and the treatment, non-surgical 
and surgical. The discussions are on broad lines and 
leave nothing to be desired in the way of clearness, sound- 
ness of reasoning, completeness and modernity. But 
what a waste of valuable space is the author’s serious 
discussion of all the various cancer “cures”! These could 
conscientiously be dismissed in one or two sentences, in- 
stead of a chapter of 40 pages. 

Of the general features of the book, little need be said. 
It certainly covers the ground and is ably written. For 


‘the special investigator it should prove serviceable, for 


it affords a wide and critical summary of the literature 
and includes an excellent bibliography. 


Balneo-Gymnastic Treatment of Chronic Diseases of 
the Heart. By Pror. THropor Scuort, M.D., Bad- 
Nauheim, Germany. Duodecimo; 181 pages; 87 illus- 
trations. Philadelphia: P. Biaxiston’s Son & Co., 
1914. Price, $2.50. 


As Dr. James M. Anders says in the foreword he has 
written to this book, physical therapy has been much neg- 
lected, both in the United States and in England, and this 
little book, dealing, as it does, with the mechanical and 
balneologic treatment of cardiac disease, should therefore 
arouse considerable interest. The author gives a detailed 
description of the Nauheim bath treatment and what thera- 
peutic results may be expected from it. He also discusses 
the treatment of cardiac cases by means of graduated re- 
sistance-exercises, and shows by means of numerous full- 
page illustrations exactly how these gymnastic exercises are 
to be carried out. The book is undoubtedly one that may 
be read with much profit by anyone interested in the treat- 
ment of chronic heart disease. 


The Question of Alcohol. By Epwarp HunrtincTon 
Wiurams, M. D., formerly Associate Professor of 
Pathology, State University of Iowa; Assistant Physi- 
cian in the New York State Hospital Service. Duo- 
decimo; 121 pages. New York: THe GoopHue Com- 
PANY. 1914. Price, 75 cents. 


Any one interested in the temperance question will find 
much valuable information in this little book which con- 
tains reprints of papers published in the Medical Record 
and in the Survey. The subjects treated are: The Drug- 
Habit Menace; ‘Temperance Instruction in Public Schools 
and Its Results; Liquor Legislation and Insanity; The 
Liquor Question In Medicine. 


Progressive Medicine. Edited by H. A. Hare and L. F. 
APpPpLEMAN, Dec. 1, 1914. Philadelphia and New York: 
LEA AND FEBIGER. 


This number contains the following reviews: Diseases 
of the Digestive Tract and Allied Organs, the Liver, 
Pancreas and Peritoneum, by E. H. Goodman; Diseases 
of the Kidneys, by J. R. Bradford; Genito-urinary Dis- 
eases, by C. W. Bonney; Surgery of the Extremities, 
Shock, Anesthesia, Infections, Fractures and Disloca- 
tions, and Tumors, by J. C. Bloodgood; and Practical 
Therapeutic Referendum, by H. R. M. Landis. These re- 
views of the progress of medicine in their respective 
branches maintain the high order of previous numbers. 


Acute General Miliary Tuberculosis. By Pror. Dr. Cy. 
Cornet, Berlin and Reichenhall. Translated by F. S. 
. Tinker, B.A., M.B., B.C., G.R.C.S., L.R.C.P.; late 
Senior Resident and Ophthalmic Assistant to the 
Royal Infirmary, Liverpool. Octavo; 107 pages. 
New York: Paut B. Hoeser, 1914. 


This is a very satisfactory review of the subject, writ- 
ten in a didactic style. There is a fair bibliography at the 
end of the book, but it does not include many references 
in the text. 


A Manual of Biological Therapeutics. Duodecimo; 174 
pages; illustrated. Press of Parke, Davis & Com- 
PANY, 1914. 


Intended, as it is, to introduce to the reader the funda- 
mental principles of biological therapy, this little book, is- 
sued by Parke, Davis and Company, admirably fulfils its 


purpose. The method of preparation of the various sera 
and vaccines manufactured by this company, is carefully 
described, and the indications and dosage of each given. 
There is also a chapter devoted to sero-diagnosis in which 
the Widal reaction and complement fixation tests are de- 
scribed, and a detailed account of the use of tuberculin 
is given. 
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A Résumé of Recent Literature. 


The Damage done by Pyelography. E. L. Keyes, Jr., 
and H. Mouan, New York. American Journal of 
Medical Sciences, January, 1915. 


1. Momentary gentle distention of the normal pelvis 
of the kidney doubtless causes no more damage than a 
congestion of the organ (Experiments 1 and 3), which 
congestion is doubtless ‘of brief duration. 

2. But if the distention persists for a few minutes the 
injected fluid is absorbed into the blood-vessels and lymph 
spaces about the kidney pelvis. 

3. Although, like Strassmann, we have been unable to 
detect any collargol forced into the collecting tubules ; 

4. Nevertheless, we have found collargol in the glom- 
eruli and in the convoluted tubules. 

5. But inasmuch as there was much less collargol within 
the — and tubules than in the lymph spaces and 
vessels. 

6. We conclude that the appearance of the collargol 
within the glomeruli and tubules is a secretory phenom- 
enon. 

7. In actual practice we have to consider a secondary 
infiltration due to renal retention following the examina- 
tion. 

8. This secondary distension is of far greater impor- 
tance than the primary retention at the time of injection. 

9. Secondary retention is the cause of most of the 
deaths that have been reported from pyelography. 

10. The cause of infiltration in these cases is ureteral 
obstruction. Hence it may occur when there has been 
no primary distention. 

11. Alarming symptoms following pyelography are to be 
relieved by immediate drainage of the kidney or nephrec- 
tomy. 

12. The presence of collargol in the kidney parenchyma, 
as shown by radiograph or by operation, should not be 
a cause of apprehension, though it shows that the injec- 
tion has been made with too much force. 

13. The collargol may enter the general circulation and 
be distributed to the other kidney and elsewhere, in some 
instances at least, and yet no great harm result. 


A Comparison of the Results of the Phenolsulph- 
onephthalein Test of Renal Function with the 
Anatomical Changes Observed in the Kidneys at 
Necropsy. W. L. TuHayer and R. R. SNownen, 
— Journal of Medical Sciences, December, 


These observations show, in severe chronic nephritis, 
a uniformly low ’phthalein output which, as a rule, in 
those instances not interrupted by an acute terminal 
process, decreases steadily up to the onset of uremia, and 
is nearly or wholly suppressed from a day or two to a 
month before death. Acute terminal processes which 
may be unsuspected clinically, are common, and here a 
sudden diminution in the elimination of ’phthalein may 
come on in cases where the percentage previously ex- 
creted is not so low as to appear menacing. 

In not a single instance, and indeed not once in all the 
studies of the last five years, have we met with a case 
of severe chronic nephritis with a good ’phthalein elimi- 
nation. 

Chronic passive congestion (cardiac disease) results 
often in a considerable reduction in the two hours’ elimi- 
nation of ’phthalein. The results are very variable in 
individual cases. In marked decompensation the ’phtha- 
lein output may be reduced to but a trace in two hours; 
but the excretion is, as a rule, rapidly restored with the 
re-establishment of circulatory compensation. 

These observations are in agreement with the experi- 
mental studies of Rowntree and Fitz. 

In the few instances of chronic nephritis of moderate 
extent which are included among our cases the excretion 
of ’phthalein was uniformly considerably reduced. All 


of these cases, however, were associated with chronic 
passive congestion of considerable extent, but the percen- 
tage of ’phthalein was lower than might have been ex- 
pected with an uncomplicated passive congestion. 

In one instance of acute nephritis and in one instance 
of pure amyloid disease the ’phthalein excretion was 
greatly reduced. 

The cloudy swelling observed in acute infections was 
in some instances associated with considerable reduction 
in the ’phthalein output. 

These observations then tend to support our previous 
impression that the phenolsulphonephthalein test of 
Rowntree and Geraghty is a procedure of considerable 
diagnostic and prognostic value, especially in the study of 
chronic nephritis. 


Hemorrhage following Nephrotomies and its Treat- 
ment. (Die .e%. nach Nephrotomien und thre Be- 
kampfung.) A. A. TscHarKa, St. Petersburg. Deutsche 
Zeitschrift fiir Chirurgie, November, 1914. 


From the very early days of kidney surgery nephrotomy, 
as an operative procedure, found for itself a definite place 
with rather clear cut indications to me. Irrespective of 
the direction of the incision into the kidney, .whether 
longitudinal or transverse, or confined to upper or lower 
pole—nephrotomy, not infrequently, produced hemorrage 
of a serious order. To combat this possibility for hem- 
orrhage, various means were employed; of these the so- 
called deep “parenchymatous suture” and the well-placed 
mattress suture remained the best. A careful histological 
consideration of kidneys so sutured showed, however, that 
the suture proper caused greater and wider spread kidney 
damage than the injury given the renal parenchyma by 
the incision itself. Rabbits and dogs after nephrotomy 
and renal suture showed subsequently marked dilatation 
of the tubules with degenerative and atrophic changes in 
the tubular structures. The pyramids so compromised 
underwent cystic changes, while the extensive scar forma- 
tion replaced much previously functioning parenchryma. 
The mattress suture gave the greater changes. 

From this consideration Tschaika turned to ascertaining 
the value of the method advocated by his chief, Federoff, 
who tamponed the renal incision with perirenal fat. By 
animal experimentation the author learned that such a pro- 
cedure yielded distinct hemostatic value. Not only could 
hemorrhage be arrested, but the fat underwent partial 
histologic changes and did not produce the marked kidney 
destruction observed after the use of sutures. Federoff 
had only six cases to report, but even in this short series 
the value of the method was evident. 


The Treatment of Chronic Pyelitis. 
Baltimore. 


J. T. Geracury, 
Journal of the American Medical Asso- 
ciation. December 19, 1914. 


Geraghty says it is surprising how slowly the profession 
has appreciated the advantage of lavage in the treatment 
of chronic pyelitis. The success of this is largely depend- 
ent on thorough examination and accurate diagnosis. 
Most cases are secondary to the infection of the kidney 
parenchyma or a part of a pyelonephritis. These latter 
are not discussed in the paper. The majority of non- 
tuberculous kidney infections are undoubtedly secondary 
to some predisposing factor, such as stone, tumor, stric- 
ture or other mechanical obstruction, and the amelioration 
or the cure is dependent on the removal of the cause. It 
is surprising, Geraghty says, how frequently even a severe 
infection of the kidney and pelvis will disappear when 
these factors are removed. The diagnosis of simple 
pyelitis from pyelonephritis is practically impossible ex- 
cept by the use of functional estimation. In the latter the 
function will be decreased, while in pure pyelitis no re- 
duction in function will be seen. Of course, one cannot 
always exclude a slight degree of pyelonephritis not re- 
ducing function, and occasionally a case occurs of dim- 
inished function from previously healed pyelonephritis. 
The presence or absence of albumin has been of only occa- 
sional value in his hands. Pyelography is useful as show- 
ing changes in the pelvis from infection, and may be of 
value also in prognosis. Geraghty finds the organism 
causing the infection has little to do with the prognosis. 
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When a case is proved to be simple pyelitis, renal lavage 
is instituted, and in these selected cases brilliant results 
have been obtained. Various solutions have been em- 
ployed, but Geraghty has come to depend largely on nitrate 
of silver and liquor formaldehyd.. Vaccines have proved 
of doubtful value, also hexamethylenamin, the value of 
which at the kidney level is slight. The cases in which 
lavage was used are grouped as follows: 1. Those in 
which the catheterized specimen showed a fairly active in- 
fection with normal function, and collargol shows very 
few changes in outline. In these cases the prognosis is 
very favorable. "Adams begins with injections of from 
5 to 10 cc. of 0.5 per cent of silver nitrate, the tip of 
the catheter being rather low down in the ureter and the 
strength of the injection gradually increased. Three cases 
showing good results are reported. 2. In long-standing 
pelvic infections, with marked changes in the pelvic wall 
and very few leukocytes and an occasional bacterium in 
the catheterized specimen, the prognosis is not so favor- 
able, and caution should be exercised in giving it as far 
as the eradication of the infection is concerned. 3. In in- 
fections of the kidney peivis, with a certain amount of 
pelvic dilatation and varying amount of residual urine, 
lavage has been of comparatively little value, especially 
when the condition is largely of bacteriuria. Some im- 
provement may be obtained, but the condition is not hope- 
ful for complete cure. When nephrectomy is contra-indi- 
cated pelvic lavage should be tried for what benefit it can 
produce. In these infections with mild hydronephrosis 
silver nitrate seems less beneficial than solutions of liquor 
formaldehydi employed in strength of from 1:5,000 to 
1 :2,000. Vader such conditions it is advisable to intro- 
duce a catheter in the pelvis of the kidney, so as to empty 
it completely of the residual urine. 


The Role of Functional Kidney Tests and Preopera- 
tive and Postoperative Treatment in the Reduc- 
tion of Prostatectomy Mortality. B. A. THomas, 
Philadelphia. Journal American Medical Associa- 
tion, November 28, 1914. 

Thomas holds that more important than the quantitative 
urine output for kidney function tests is, what he styles, 
the index of elimination. This is determined by dividing 
the quantity of indigocarmine (the dye is administered 
previously intramuscularly or intravenously) eliminated 
during the first hour by the quantity excreted during the 
third hour after injection. This proportion is of prime 
significance, and upon it the author bases his judgment 
as to the advisability of prostatectomy. He councils 
against operating upon patients who have general sys- 
temic defects; men with cardiac lesions and high blood 
pressures are bad risks; for those who have already de- 
veloped vesical atony he advises a preliminary course of 
catheter treatment. 

After operation he employed cardiac and renal drugs, 
viz., digitalis, sparteine, diuretin, etc. The bladder is 
irrigated daily with weak silver solutions, fluids are urged 
per os, and hypodermoclysis is used liberally. The pa- 
tient is made to sit up very early. 

The method of surgical approach for prostatectomy, 
perineal or suprapubic, should depend upon each indi- 
vidual case. The cystoscope is of invaluable aid in deter- 
mining the type of operation best suited for each instance. 


A Method of Diminishing Hemorrhage after Supra- 
pubic Prostatectomy. Epwarp L. Keyss, Jr, New 
York, Journal of the American Medical Association, 
December 19, 1914. 

_Keyes describes his technic in prostatectomy with spe- 
cial reference to hemorrhage. He exposes the bladder by 
suprapubic incision and enucleates the prostate between 
two fingers in the rectum and two fingers in the bladder. 

A curved staff is inserted into the rectum and a long 

Peaslee or Reverdin needle, threaded with a piece of cat- 

gut 18 inches long, is plunged along the groove of the 

staff into the perineum and passed along it until it can 
be felt in the bladder. The staff is then withdrawn, two 

Walker bladder retractors introduced to elevate the torn 

edges of the bladder neck and make it plain to the ex- 

ploring finger. The needle carrying the catgut is inserted 
through the edge of the bladder neck just deep enough to 


get a good hold at the lateral angle. Then the eye of the 
needle is brought up into the suprapubic wound and the 
catgut disengaged. The needle is then withdrawn from 
the puncture in the bladder neck and reintroduced at a 
corresponding point on the opposite side and again 
threaded with the catgut, allowing plenty of slack, and 
rapidly withdrawn through the perineum. If an indwell- 
ing catheter is to be used it must be now introduced. 
After the needle has been withdrawn we have a suture, 
both ends passing through a single puncture in the peri- 
neum, passing through the deep urethra and to the blad- 
der neck and catching its lower segment at its two angles. 
Traction on the end of the bladder loop pulls the end 
down into the urethra; it thus controls hemorrhage main- 
ly, Keyes thinks, by tension on the bladder neck. After 
the bladder neck has been firmly pulled down, the two 
ends of the suture are tied about a short rubber tube laid 
against the perineum. Drainage is provided for through 
the usual suprapubic tube or by a catheter in the urethra, 
or both. The suture is divided and withdrawn eighteen 
to twenty-four hours later. By this technic the immediate 
hemorrhage has been promptly checked and the ultimate 
bleeding made much less than it would otherwise have 
been. He has not had any fistula or inflammatory com- 
plications along the line of the suture in the perineum. 
The article is illustrated. 


A Simple, Easily Regulable Method of Applying Ab- 
duction in the Treatment of Shoulder Disability. 
Watter M. Brickner, New York. Medical Record, 
January 2, 1915. 


Although the importance has been learned of early ab- 
duction after reducing fractures and dislocations of the 
head of the humerus, Brickner says that the very great 
value of abduction in the treatment of shoulder disability 
(“stiff and painful shoulder”) has not been sufficiently 


recognized. He refers to clumsy abduction splints that 
have been used, and points out that they not only are 
awkward, but that they provide no ready means of fre- 
quently regulating and gradually increasing the abduction. 

The simple abduction method shown in the picture 
Brickner employs very often in the treatment of shoulder 
disability—both in early cases to prevent, and in late cases 
to cure, the stiffness and loss of motion, ¢.g., in disability 
arising from sprains, and in such cases of subacromial 
bursitis as do not require operation, and, especially, when 
not associated with injury to, and lime deposit in the su- 
praspinatus tendon. He also used it successfully in three 
successive cases of forward subluxation of the head of the 
humerus, causing extreme shoulder disability. 

The patient is put to bed in semi-recumbent position, 
supported on pillows, not too soft. He abducts the af- 
fected arm, on the pillow, as far as he comfortably can. 
A muslin bandage is then looped lightly about the wrist 
afid carried to a convenient spot on the headpiece of the 
bed, where it is fastened. The upper end of the bed is 
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then raised on “shock blocks” or chairs. As the patient’s 
body little by little slides down in bed his arm travels 
(relatively) further and further up; and thus a shoulder 
that obstinately resists forceable efforts at abduction yields 
steadily, painlessly, to this gradual countertraction, which 
the patient often does not even feel. It is striking to 
observe that a person whose shoulder for months has not 
been abducted, actively or passively, beyond forty-five de- 
grees, put thus to bed in the afternoon, may be found the 
next morning with his arm alongside his head! Few 
cases respond so quickly, however. The treatment may 
require a week or more to restore full abduction. 

The procedure can be variously modified: 

Instead of fastening the bandage sling to the head of the 
bed, it may, in the daytime, be looped over the cross-bar 
(or a pulley) and carried down to the opposite hand, and 
the patient allowed to amuse himself by pulling upon it 
from time to time, which will hasten the results in suita- 
ble cases. 

In those instances in which the condition does not de- 
mand, or the patient will not consent to continuous treat- 
ment, it may be employed only at night. It may be applied 
also, but not so satisfactorily, in a large reclining chair. 

If continued abduction grows painful or irksome it 
may be intermitted from time to time, the patient merely 
slipping his wrist out of the bandage loop and resting the 
arm on a pillow or by his side. 

A back-rest may be substituted, if for any reason pref- 
erable to the exaggerated Fowler’s position. 

Pillows may be piled up comfortably under the arm as 
auxiliary to or, from time to time, substitute for the sling. 

In many cases of shoulder disability there is limitation 
of external rotation. In such cases the forearm will not 
drop back on the pillow in the plane of the body, and it 
should be supported on a small additional pillow placed 
behind it. is device is desirable sometimes in other 
cases merely to relieve the fatigue of continued rotation. 

If, when the patient slides down as far as the bed will 
allow, the arm is not fully abducted, he should prop him- 
= up again, and shorten the sling or apply it at the 
elbow. 

All of these adjustments can be made by the patient him- 
self, and no special attendant is needed. 

This plan of treatment is not advised for recent frac- 
tures or complete dislocations (where moderate, fixed ab- 
duction is required), for arthritic conditions, nor for any 
shoulder disability until as definite a diagnosis as possible 
is established by all available means. In cases of adhesive 
subacromial bursitis with calcareous deposit in or on the 
injured supra- or infraspinatus tendon, Brickner says that 
open operation will yield more speedy results. t any 
rate, in such of these cases as may be submitted to this 
gradual abduction treatment, if it aggravates the pain or 
fails to promptly increase the arc of motion, it should be 
abandoned for a more radical measure. 


The Operative Treatment of Contracted and De- 
formed Hands in Multiple Arthritis. G. R. Exxior, 
To New York Medical Journal, November 


Elliot recommends that radical treatment be employed 
only when the process is quiescent. The operation con- 
sists in forcibly reducing under anesthesia the displace- 
ments of the fingers. If hyperextension exists the finger 
is hyperflexed and vice versa. In some cases an open 
operation may be necessary, but this measure Elliot finds 
is only rarely necessary. After the manipulation, the hand 
is kept in splints padded in such a manner as to keep 
up a continuous correction of the deformity. Each joint 
is wrapped in gauze moistened in a solution of aconite, 
belladonna and glycerin. The pain is intense for the first 
three or four days, requiring sedatives. The splint is con- 
tinued for two weeks and the wet dressing is left off 
when the reaction has subsided. The results have been 
weep satisfactory and thus far no recurrences have taken 
place. 


The Significance of the Jackson Veil. Danie N. Ets- 
ENDRATH and E. W. Scunoor, Chicago. Amnals of 
Surgery, November, 1914. 

The authors, in a well planned and presented study 
which included observations during operations, dissec- 


tions of the cadaver, and examination of ten fetuses, 
maintain that the parietocolic fold of Jonnesco (pericolic 
membranes or Jackson veil) is a constant fold of peri- 
toneum found during fetal and postnatal life. This mem- 
brane is finely translucent, as a rule, but may become 
greatly thickened; its vascularity may vary so that some 
cases present but a few fine capillaries, while in other 
instances the membrane shows a marked vascular supply. 
Almost invariably the right parietocolic fold has its upper 
border at the level of the hepatic flexure, its lower border 
about one or one and a half inches above the lower end 
of the cecum—this lower border may fuse with the fold 
of Treves. Where the membrane is of the description 
just cited, it should not be stripped off under any pretext, 
since this structure represents the persistence of a fetal 
membranous layer whose operative removal would leave 
an extensive raw surface. In contradistinction, however, 
to this innocent form of pericolic band there is also the 
type which produces the definite pathological picture of 
colonic constriction (Lane’s kink) with its attending clin- 
ical symptoms. Here operative interference is indicated. 
The authors assert that in the majority of instances the 
membrane is a normal structure. They claim, too, that, 
with Gray and Anderson, they have noted in the fetal 
cadaver a constant left parietocolic fold. 


Injuries to the Bowel from Shell and Bullet Wounds. 
LockHart Mummery, London. British Medical 
Journal, November 28, 1914. 


As the result of observations made upon many injuries 
of the intestine noted in the present war, Mummery con- 
cludes that the patient should not be immediately oper- 
ated upon, even if proper surgical facilities are available. 
The best treatment is a complete rest, absence of food 
and liberal administration of morphine. Surgical treatment 
should be reserved for the treatment of later and sec- 
ondary complications. 


The Subcutaneous Injection of Oxygen as a Therapeu- 
tic Measure. Montreal. American 
Journal of Medical Sciences, December, 1914. 


McCrae injects the oxygen from the tank directly into 
the subcutaneous tissue, usually of the upper thorax. He 
does not measure the quantity accurately, but he recom- 
mends that the injection is continued until a lump, half 
the size of a football, is raised. The absorption occurs. 
rapidly, so that in a few minutes the mass will have dis- 
appeared. McCrae reports a case in which he believes the 
injection unquestionably saved life. This case was a man, 
aged thirty years, who had undergone resection of the 
bowel for new growth. Three hours after the operation 
he appeared to be dying; he had edema of the lungs with 
rapid respiration, and McCrae did not believe he would 
live a quarter of an hour. He was given four large in- 
jections during three hours and the improvement was 
immediate. In pneumonia the results were disappointing. 
McCrae recommends the injection on the following con- 
ditions: 

1. Accidents from anesthesia. 

2. Edema of the lungs, edema of the glottis, and acci- 
dental interference with respiration by disease of the 
upper part of the respiratory tract. 

3. Marked dyspnea with defective oxygenation, as in 
cardiac and renal disease. 

4. Asphyxia of infants at birth. 

5. Syncope. 

6. Electrocution. 


A New Method for the Control of Post-Anesthetic 
Nausea. J. E. Lumsarp, New York. Medical Rec- 
ord, December 19, 1914. 


Believing that nausea following anesthesia is due to the 
smell of the anesthetic, Lumbard has devised a simple 
method whereby a piece of gauze impregnated with per- 
fume is attached to the patient’s nose after the anesthetic 


has been administered. Lumbard claims that the method 
is highly efficient in preventing nausea. The selection of 
the perfume depends upon the likings of the patient. In 
ae author’s practice, he prefers the oil of bitter orange 
peel. 
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